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Reguest for a Renewal to a §1915(c) Home and Community-Based Services

Waiver

I. Majer Changes

Describe any significant changes to the approved waiver that are being made in this renewal application:
This renewal application does include substantive changes to the performance measures. It does reflect new federal
managed care regulations for processing member grievance and appeals through managed care organizations (MCO's),

Application for a §1915(¢c) Home and Community-Based Services Waiver

1. Reguest Information (1 of 3)

A.

B.

The State of Jowa requests approval for a Medicald home and community-based services (HHCBS) waiver under the
authority of §1915(c) of the Social Security Act (the Act).

Program Title (optional - this title will be used o locate this waiver in the findery.

The Children's Mental Health Waiver

. Type of Request: renewal

Requested Approval Period:(For new waivers reguesting five year approval periods, the waiver musi serve
individuals who are dually eligible for Medicaid and Medicare.)

. 3vears ‘¥ 5years

BDraft 1D 1A.013.02.00

- Type of Waive;ﬂ__@;_e;’gct only ong).

Regular Waiver W

. Proposed Effective Date: (um/dd/ V)

107/01/18

1. Request Information (2 of 3)

F.

Level(s) of Care. This waiver is requested in order to provide home and community-based waiver services to
individuals who, but for the provision of such services, would require the following level(s} of care, the costs of
which would be reimbursed under the approved Medicaid State plan {check each that applies):
" Hospital
Select applicable level of care
" Hospital as defined in 42 CFR §440.10
If applicable, specify whether the State additionally limits the waiver to subcategories of the hospital level
of care:

@ inpatient psychiatric facility for individuals age 21 and under as provided in42 CFR §440.168
" Nursing Facility
Select applicable leve] of care
. Nursing Facility as defined in 42 CFR [17440.40 and 42 CFR 0[0440.155

If applicable, specify whether the State additionally Hmits the waiver to subcategories of the nursing facility
level of care;

sy

T,

"¢ Institution for Mental Disease for persons with mental illnesses aged 65 and oider as provided in 42
CFR §446.140
T Intermediate Care Facility for Individuals with Inteliectual Disabilities RCE/IID) (as defined in 42 CFR

§440.150)
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If applicable, specify whether the State additionally Timits the waiver to subcategories of the ICF/IID level of
care;

1. Reguest Information (3 of 3)

G. Concurrent Operation with Other Programs. This waiver operates concurrentiy with another program (or
programs) approved under the following authorities
Select ons:
_* Not applicable
‘% Applicable
Check the applicable authority or authorities:
" Services furnished under the provisions of §1915(a)(1)() of the Act and described in Appendix |
«/. Waiver(s) authorized under §1915(b) of the Act.
Specify the §1915(b) waiver program and indicate whether a §1915(b) waiver application has been
submitied or previously approved:
Jowa High Quality Healthcare Initiative
Spec1fv the §1915(b) authorities under which this program operates (check each that applies).
 §1915(b)(1) (mandated enroliment to managed care)

gl a(b)(Z) (central broker)

§1915(b)(4) (selective contracting/limit pumber of providers)
" A program operafed under §1932(a) of the Act.

Specify the nature of the State Plan benefit and indicate whether the State Plan Amendment has been
submitied or previously approved:

{7 A program authorized under §1915() of the Act.
" A program authorized under §1915(f) of the Act.
i A program authorized under §1115 of the Act.

Specify the program:

H. Dual Eligiblity for Medicaid and Medicare.
Check if applicabie:
/! This waiver provides services for individuals who are eligible for both Medicare and Medicaid.

2. Brief Waiver Description

Brief Waiver Bescription. In one page or less, briefly describe the purpose of the waiver, including its goals, objectives,
organizational structure (e.g., the roles of state, iocal and other entities), and service delivery methods.

The goal of the lowa HCBS Children’s Mental Health (CMH) waiver is to provide community alternatives to institutional
services. Through need-based funding of individualized supposts, eligible members may maintain their position within their
homes and communities rather than default placement within an institutional setting. The lowa Department of Human
Services (DHS) lowa Medicaid Enterprise (IME} is the single state agency responsible for the oversight of Medicaid.

Individuals access watver services by applying to their local DHS office or through the online DHS benefits portal. Each
individual applying for waiver services must meet hospital facility level of care (i.e., inpafient psychiairic facility for
individuals under age 21 as provided in 42 CFR § 440.160). IME’s Medical Services Unit (MSUj is responsible for
determaning the initial tevel of care decisions for all applicants, and level of care revaluations for fee-for-service members.
MCOs are responsible for conducting level of care reevaluations for their members, with IME having final review and
approval authority for all reassessments that indicate a change in the level of care. Further, the MCOs are responsible for
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developing and implementing policies and procedures for ongoing identification of members who may be eligible for
waiver services. In the event there is a watting list for waiver services at the time of initial assessment, apphicants are
advised of the waiting list and that they may choose io receive facility-based services.

If the applicant is deemed eligible, necessary services are determined through a person centered pianning process with
assistance from an interdisciplinary team. Afier exploring ali available resources, mcluding patural and comumunity
supports, the member will have the option to choose between various traditional and self-direcied services.

Services include environmental modifications and adaptive devices; family and community supports; in-home family
therapy; and respite.

Through increased legislative focus of appropriations, mental health and disability services redesign, and infrastructure

development through Towa’s Balancing Incentives Payment Program, it is the goal of lowa to offer a2 more uniform and
equitabie system of comumunity support delivery te individuals qualifying for waiver services.

3. Components of the Waiver Request

The waiver application consists of the folowing components. Note: ftem 3-E must be completed,

A. Waiver Administration and Operation. Appendix A specifies the adminisfrative and operational structure of this
walver.

B. Participant Acecess ard Eligibility. Appendix B specifies the target group(s) of individuals who are served in this
waiver, the number of participants that the State expects to serve during each vear that the waiver is in effect,
applicable Medicaid eligibility and post-eligibility (if applicable) requirements, and procedures for the evaluation and
reevaluation of level of care.

C. Participant Services. Appendix C specifies the home and community-based walver services that are furnished
through the waiver, including applicable limitations on such services.

D. Participant-Centered Service Planning and Delivery. Appendix D specifies the procedures and methods that the
State uses to develop, implement and monitor the participant-centered service plan (of care).

E. Participant-Direction of Services. When the State provides for participant direction of services, Appendiz E
specifies the participant direction opportunities that are offered in the waiver and the supports that are available to
articipants who direct their services. (Select ong);

" Yes. This waiver provides participant direction opportunities. Appendix E is required

'® No. This waiver does not provide participant direction opportunities. Appendix E is not required,

F. Participant Rights. Appendix F specifies how the State informs participants of their Medicaid Fair Hearing rights
and other procedures to address participant grievances and complaints.

G. Participant Safeguards. Appendix G describes the safeguards that the State has established to assure the health and
welfare of waiver participants in specified areas.

H. Quality Improvement Strategy. Appendix H contains the Quality Improvement Strategy for this watver.

1. Financial Accountability. Appendix I describes the methods by which the State makes payments for waiver
services, ensures the integrity of these payments, and complies with applicable federal requirements concerning
payments and federal financial participation.

J. Cost-Neutrality Demonstration. Appendix J contains the State's demonstration that the waiver s cost-neutral.

4. Waiver(s) Reguested

A, Comparability. The State requests a waiver of the requirements contained in §1902(a)}(10)(B) of the Act in order to
provide the services specified in Appendix C that are not otherwise available under the approved Medicaid State pian
to individuals who: (a) require the level(s) of care specified in ltem 1.F and (b} meet the target group criterta specified
in Appendix B.
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B. Inceme and Resources for the Medically Needy. Indicate whether the State requests a waiver of §1902(a} 10 C)(i)
(IIT} of the Act in order to use institutional income and resource rules for the medically needy (select one):
‘& Not Applicabie
' No
~ Yes
C. Statewideness. Indicate whether the State requests a waiver of the statewideness requirements in §1902¢a)(1) of the
Act (select one):
‘& No
. Yes
lf yes specify the waiver of statewideness that is requested (check each that applies):
~ Geographic Limitation. A waiver of statewideness 1s requested in order to furnish services under this

waiver only to individuals who reside in the following geographic areas or political subdivisions of the
State.

Specify the areas to which this waiver applies and, as applicable, the phase-in schedule of the waiver by
ceographic area:

" Limited Implementation of Participant-Direction. A waiver of statewideness is requested in order to

make participani-direciion of services as specified in Appendix E available only to individuals who reside
in the following geographic areas or pelitical subdivisions of the State. Participants who reside in these
areas may elect to direct their services as provided by the State or receive comparable services through the
service delivery methods that are in effect elsewhere in the State.

Specify the areas of the State affected by this waiver and, as applicable, the phase-in schedule of the waiver
by geographic area:

5, Assurances

In accordance with 42 CFR §441.302, the State provides the following assurances to CMS:

A, Health & Welfare: The State assures that necessary safeguards have been taken to protect the health and welfare of
persons receiving services under this waiver. These safeguards include:

1. As specified in Appendix C, adeguate standards for all types of providers that provide services under this
waiver;

2. Assurance that the standards of any State licensure or certification requirements specified in Appendix C are
met for services or for individuals furnishing services that are provided under the waiver. The State assures
that these requirements are met on the date that the services are fumished; and,

3. Assurance that all facilities subject to §1616(e) of the Act where home and community-based waiver services
are provided comply with the applicable State standards for board and care facilities as specified in Appendix
C.

B. Financial Accountability. The State assures financial accountability for funds expended for home and community-
based services and maintains and makes available to the Department of Health and Human Services (including the
Office of the Inspector General), the Comptrolier General, or other designees, appropriate financial records
documenting the cost of services provided under the waiver. Methods of financial accountability are specified in
Appendix L

C. Evaluation of Need: The State assures that it provides for an initial evaluation (and periodic reevaluations, at least
annually) of the need for a level of care specified for this waiver, when there is a reasonable indication that an
individual might need such services in the near future (one month or less) but for the receipt of home and community-
based services under this waiver. The procedures for evaluation and reevaluation of level of care are specified in
Appendix B.
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b.

Choice of Alternatives: The State assures that when an individual is determined to be likely to require the level of care
specified for this waiver and is in a target group specified in Appendix B, the individual (or, legal representative, if
appitcable) is:

1. Informed of any feasible aiternatives under the waiver; and,

2. Given the choice of either institutional or home and community-based waiver services. Appendix B specifies
the procedures that the Staie employs to ensure that individuals are informed of feasible aiternatives under the
waiver and given the choice of institutional or home and community-based waiver services.

Average Per Capita Expenditures: The State assures that, for any vear that the waiver is in effect, the average per
capita expenditures under the waiver will not exceed 100 percent of the average per capita expenditures that would
have been made under the Medicaid State plan for the level(s) of care specified for this waiver had the waiver not
been granted. Cost-neutrality is demonstrated in Appendix J.

Actual Total Expenditures: The Staie assures that the actual total expenditures for home and community-based
waiver and other Medicaid services and its claim for FFP in expenditures for the services provided to individuals
under the waiver will not, in any vear of the waiver period, exceed 100 percent of the amount that would be incurred
in the absence of the waiver by the State's Medicaid program for these individuals in the institutional seiting(s}
specified for this waijver.

Institutionalization Absent Waiver: The Staie assures that, absent the waiver, individuals served in the waiver
would receive the appropriate type of Medicaid-funded institutional care for the level of care specified for this waiver.

Reporting: The State asgures that annually it will provide CMS with information concerning the impact of the waiver
on the type, amount and cost of services provided under the Medicaid State plan and on the health and wetfare of
waiver participants. This information will be consistent with a data collection plan designed by CMS.

Habilitation Services. The State assures that prevocational, educational, or supported employment services, or a
combination of these services, if provided as habilitation services under the waiver are: (1) not otherwise available to
the individual throngh a local educational agency under the Individuals with Disabilities Education Act (FDEA) or the
Rehabilitatior Act of 1973; and, (2) furnished as part of expanded habilitation services.

Services for Individuals with Chronic Mental Iliness. The State assures that federal financial participation (FFP)
will not be claimed ir expenditures for waiver services including, but not limited te, day treatment or partial
hospitalization, psychosocial rehabilitation services, and clinic services provided as home and community-based
services to individuals with chronic mental illnesses if these individuals, in the absence of a waiver, would be placed
in an IMD and are: (1) age 22 to 64; (2) age 65 and older and the State has not included the optional Medicaid benefit
cited in 42 CFR §440.140; or (3) age 21 and under and the State has not included the optional Medicaid benefit cited
in 42 CFR § 440.160.

6. Additional Requirements

Note: fiem 6-F muest be completed.

Al

Service Plan. In accordance with 42 CFR §441.301(b)(1)(1), a participant-centered service plan (of care) is developed
for each participant employing the procedures specified in Appendix B. All waiver services are furnished pursuant to
the service plan. The service plan describes: {a) the waiver services that are furnished to the participant, their
projected frequency and the type of provider that furnishes each service and (b) the other services (regardless of
funding source, including State plan services) and informal supports that complement watver services in meeting the
needs of the participant. The service plan 1s subject to the approval of the Medicaid agency. Federal financial
participation (FFP) is not claimed for waiver services furnished prior to the development of the service plan or for
services that are not inciuded in the service plan.

Enpatients. In accordance with 42 CFR §441.301{(b}(1)(ii), walver services are not finnished to Individuals who are
in-patients of a hospital, nursing facility or ICF/HD.

Room and Beard. In accordance with 42 CFR §441.510(a)(2), FFP is not claimed for the cost of room and board
except when: (a) provided as part of respite services in a facility approved by the State that is not a private residence
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or (b) claimed as & portion of the rent and food that may be reasonably atiributed to an unretated caregiver who
resides in the same household as the participant, as provided in Appendix L.

D. Access to Services. The State does not limit or restrict participant access to waiver services except as provided in
Appendix C.

E. Free Choice of Provider. In accordance with 42 CFR §431.151, a participant may select any willing and qualified
provider to furnish waiver services included in the service plan unless the State has received approval to limit the
number of providers under the provisions of §1915(b) or another provision of the Act.

F. FFP Limitation. In accordance with 42 CFR §433 Subpart D, FEP is not claimed for services when another third-
party (e.g., another third party health insurer or other federal or state program) is legally liable and responsible for the
provision and payment of the service. FFP also may not be claimed for services that are available without charge, or
as free care to the community. Services will not be considered to be without charge, or free care, when (1) the
provider establishes a fee schedule for each service available and (2) collects insurance information from all those
served (Medicaid, and non-Medicaid), and bilis other legally fiable third party insurers. Alternatively, if a provider
certifies that a particular legally liable third party insurer does not pay for the service(s), the provider may not
generate further bills for that insurer for that annual period.

G. Fair Hearing: The State provides the opportunity to request a ¥air Hearing under 42 CFR §431 Subpart E, to
individuals: {a) who are not given the choice of home and community-based warver services as an alternative 1o
institutional level of care specified for this waiver; (b) who are denied the service(s) of their choice or the provider(s)
of their choice; or (¢) whose services are denied, suspended, reduced or terminated. Appendix F specifies the Staie's
procedures to provide individuals the opportunity to request a Fair Hearing, including providing notice of action as
required n 42 CFR §431.210.

H. Quality Improvement. The State operates a formal, comprehensive system to ensure that the waiver meets the
assurances and other requirements contained in this application. Through an ongoing process of discovery,
remediation and improvement, the State assures the health and welfare of participants by monitoring: (a} level of care
determinations; {b) individual plans and services delivery; (c¢) provider qualifications; (d) pariicipant health and
welfare; (e) financial oversight and (f) administrative oversight of the waiver. The State further assures that all
probiems identified through its discovery processes are addressed in an appropriate and timely manner, consistent
with the severity and nature of the problem. During the period that the waiver is in effect, the State will implement the
Quahity Improvement Strategy specified in Appendix H.

L. Public input. Describe how the State secures public input into the development of the waiver:
DHS seeks continuous and ongoing public mmput through a varicty of committees and organizations. Specifically,
the Mental Health Planning Council meets monthly and provides input as necessary. DHS has appointed one staff
person from the IME Long Term Care Unit to the Couneil, which includes various stakeholders including
participants and families, providers, case managers, and other State departroents. IME is also invited 1o attend a
number of association and advocacy group meetings (i.c., lowa Association of Community Providers, lowa Staie
Association of Counties, Iowa Health Care Association, and Olmstead Task Force) to provide and seek feedback on
service planning, cost reporting, quality assurance documentation requirements, and case management issues.

The public has the opportunity to comment on Jowa Administrative rules and rule changes through the public
comment process, the Legislative Rules Committee, and the DHS Council. The IME also provides notice of
applications and amendments by ncluding notice in the IME e-News emails and on the IME website.

IME used the following processes io secure public input into the development of the Waiver Renewal Application:

1) IME Website Posting - The public notice and the Waiver Renewal Application was posted to the DHS IME
Website under the category, News & Initiatives (https://dhs.iow.gov/public-notices/XXXXXX. The public posting
period began XXX XX, 2018 and ended XXXXXXX, 2018, The Waiver program manager X XXXX receive
public comments during this period.

2) DHS Field Office Posting - IME provides notification to the DHS Field Office, which in turn, notifies each DHS
Field Office to post the Waiver Public Notice and 1o provide a copy of the CMS Waiver Renewal Application for
any public request. The public posting period was the same for this process. The Waiver program manager
XXXXX receive public comments.
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3) IME Public Notice Subscribers - Medicaid members, Medicaid providers, legislators, advocacy organizations and
others who wish to remain informed regarding Towa Medicaid can subscribe to the IME Public Notice webpage. All
subscribers will recelve electronic notice whenever an update/public notice is posted. This process includes HCBS
waiver renewals. The public posting period was the same for this process. The Waiver program manager
KKXXXX receive public comments. '

4) Towa Tribal Nations Notification - The IME Tribal Nations liaison notified all Nation
governments by email on 300500, 2018. The commeni period ended on XXXXXX, 2018, The laison XXXXX

receive any comments or questions during this period.

J. Notice to Tribal Governments. The State assures that it has notified in writing all federally-recognized Tribal
Governments that maintain a primary office and/or majority population within the State of the State's intent to submit
a Medicaid waiver request or renewal request to CMS at Ieast 60 days before the anticipated submission date is
provided by Presidential Executive Order 13175 of November 6, 2000. Evidence of the applicable nofice is available
through the Medicaid Agency.

K. Limited English Proficient Persons. The State assures that it provides meaningfn! access to waiver services by
Limited English Proficient persons it accordance with: (a) Presidential Executive Order 13166 of August 11, 2000
(65 FR 50121} and (b) Department of Health and Human Services "Guidance to Federal Financial Assistance
Recipients Regarding Title V1 Prohibition Against National Origin Discrimrination Affecting Limited English
Proficient Persons” (68 FR 47311 - August 8, 2003). Apperdix B describes how the Staie assures meaningful access
10 waiver services by Limited English Proficient persons.

7. Contact Person(s)

A. The Medicaid agency representative with whom CMS should communicate regarding the waiver is:

Last Name:

{Howtiand f
First Name:

Leann }
Title:

§ Program Manager
Agency:

flowa Department of Human Services
Address:

100 Army Post Road

Address 2:
City:

i Des Moines |
Stafe: lowa
Zip: _

‘ 53315
Phone: A

1(515) 256-4642 . Ext TUTTY
Fax:

((515) 725-1360 §
E-mail:
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é lhowlan@dhs.state.ia.us

B. If appiicable, the State operating agency representative with whom CMS should communicate regarding the waiver is:

Last Name:

Hirst Name:

Title:

Agency:

Address:

Address 2:

City:

State: Fowa

Zip:

Phone:

| Ext: TUTTY

Fax:

E-mail:

. Authorizing Signature

This document, together with Appendices A through I, constitutes the State's request for a waiver under §1915(c) of the
Social Security Act. The State assures that all materiais referenced in this watver application (including standards, licensure
and certification requirements) are readily available in print or electronic form upon request to CMS through the Medicaid
agency or, if applicable, from the operating agency specified in Appendix A. Any proposed changes to the waiver will be
submitied by the Medicaid agency to CMS in the form of waiver amendments.

Upon approval by CMS, the waiver application serves as the State's authority to provide home and community-based waiver
services o the specified target groups. The State attests that it will abide by all provisions of the approved waiver and will
continuously coperate the waiver in accordance with the assurances specified in Section 5 and the additional requirements
specified in Section 6 of the request.

Signature:

State Medicaid Director or Designee

Submission Drate: i
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Note: The Signature and Submission Date fields will be automatically completed when the
State Medicaid Director submits the application.

Last Name:

T

|

First Name:

Title:

Agency:

Address:

Address 2:

City:

State: lowsa

Fip:

Phone:

§ L Ext:| LTy

Fax:

E-mail:
Attachments

i

Attachment #1: Transition Plan
Check the box next to any of the following changes from the current approved watver. Check all boxes that apply.
"™ Replacing an approved waiver with this waiver.

"¢ Combining waivers.

¢ Splitting one waiver into two waivers.

{7 Eliminating a service.

" Adding or decreasing an individual cost limit pertaining to eligibility.

"7 Adding or decreasing limits to a service or a set of services, as specified in Appendix C.

Reducing the unduplicated count of participants (Factor C).

W/ Adding new, or decreasing, a limitation on the number of participants served at any point in fime.

"7 Making amy changes that could result ir seme participants losing eligibility or being transferred to another

wativer under 1915(c) or another Medicaid authority.
" Making any changes that could result in reduced services to participants.

Specify the transition plan for the waiver:

Total unduplicated number of members were trended to remain the same throughout the five vears of the waiver.
Unduplicated members were based on the assumptions provided by the actuary and historical trends. The projections used in
the last amendment were not realized. The reduction in the number of unduplicated members will not cause any member to
lose waiver eligibility as the waiver has never reached even this lower number.
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Limitation on the Number of members Served at any Point in Time were projected {o remain the same each year based on
historical growth and average monthly costs per member on the waiver. The members served will not catse any member to
lose waiver eligibility as the waiver has never reached even this lower mmber,

Attachment #2: Home and Community-Based Settings Waiver Transition Plan

Specify the state's process to bring this waiver into compliance with federal home and community-based (HCB) settings
requirements at 42 CFR 441.301(c)(4)-(5), and associated CMS guidance,

- Consult with CMS for instructions before completing this item. This field describes the status of a transition process ar the
point in time of submission. Relevani information in the planning phase will differ from information required fo describe
attainment of milestones.

To the extent that the state has submitied a siatewide HCB settings transition plan to CMS, the description in this field may
reference that statewide plan. The narrative in this field must include enough information to demonstrate that this waiver
complies with federal HCB settings requirements, including the compliaonce and transition requirements ai 42 CFR 441,301
(c}(6), and that this submission is consistent with the portions of the statewide HCE settings transition plan that are germane
to this waiver. Quote or summarize germane porfions of the statewide HCB settings (rawsition plan as required.

Note that Appendix C-5 HCB Settings describes settings that do nor reguire transition; the settings listed there meei federal
HCR setting requirements as of the date of submission.. Do not duplicate that information here,

Update this field and Appendix C-5 when submitting a renewal or amendment to this waiver for other purposes. It is not
necessary for the state to amend the waiver solely for the purpose of updating this field and Appendix C-5. At the end of the
state’s HCB settings transition process for this waiver, when all waiver seitings meet federal HCE sefting requirements, enter
"Completed” in this field and include in Section C-5 the information on all HCB settings in the waiver.

Towa received the inttial approval from CMS on August 6, 2016 for the lowa Home and Community Based Settings
Transitior Plan. Iowa assures that the settings transition plan included with this waiver amendment or renewal will be
subject to any provisions or requirements included in the State’s approved Statewide Transition Plan. iowa will implement
any required changes upon approval of the Statewide Transition Plan and will make conforming changes to its waiver when
it submits the next amendment or renewal,

Section 1: Assessment

lowa proposes a multifaceted approach to assessment. This will include the completion of a Settings Analysis, which will be
a high-level assessment of seftings within the state to identify general categories (not specific providers or locations) that are
iiiely to be in compliance; not in compliance; presumed to be non-HCBS; or those that are not yet, but couid become
compliant. Other avenues for assessment will include identifying HCBS settings during provider enrollment and re-
enrollment; evaluating settings through the existing HCBS quality assurance onsite review process and the provider self-
assessment process; and monitoring of lowa Participant Experience Survey (IPES) results for member experiences.
Assessment activities will be incorporated into current quality assurance processes to the extent possible.

All MCOs contracting with the State to provide HCBS are required to ensure non-institutional LTSS are provided in settings
which comport with the CMS HCBS requirements defined at 42 CFR 441.301{c)(4) and 42 CFR 441.710(a). MCOs will be
required to ensure compliance through the credentialing and monitoring of providers and service authorization for waiver
participants.

10/1/2014 - 10/31/2014: Settings Analysis - State identified HCBS settings as they potentially conform 1o HCBS
characteristics and ability to comply in the fature. General settings are classified into categories (Yes - settings fully
compliant, Not Yet - settings that will comply with changes, Not Yet - setfing is presumed non-HCBS but evidence may be
presenied for heighted scrutiny review, and No - settings do not comply) The lowa HCBS Settings Analysis is being
submitted as one component of the transition plan .

12/1/2014 - 12/31/2014: Provider Enroliment Processes - State will operationalize mechanisms to incorporate assessment of
settings into existing processes for provider pre-enrollment screening by the lowa Medicaid Enterprise (IME), provider
credentiaiing by the managed care behavioral health organization (BHO}, and HCBS provider certification by the HCBS
Quality Oversight unit.

5/1/2015 - 12/31/2015: Geographic Information System (GIS) Evaluation of HCBS Provider Locations and HCBS Member
Addresses - State will use GIS to analyze locations of provider sites and member addresses to identify potential areas with
high concentration of HCBS.

12/1/2014 - ongoing: Onsite assessment - The State will incorporate review of settings into the review tools used by the
HCBS Quality Oversight Unit for on-site reviews. Settings will be assessed during recertification reviews, periodic reviews,
focused reviews, and targeted reviews. State will identify providers with sites of service that have the characteristics of
HCBS or the gualities of an institution.
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10/1/2014 - ongoing: Enrolled HCBS providers self-assessment - The state will modify the Provider Qualify Management
Self-Assessment e identify HCBS sites and to gather additional informatior. from providers to assess sites of service that
have characteristics of HCBS or the qualities of an institution. The annual self-assessment will be released to providers
annually on October 1 and due to IME annually on December 1, with results compiled by February 28. The State will
release the “Towa Exploratory Questions for Assessment of HCBS Seitings” document to assist providers m identifving the
expected characteristics of HCBS.

8/1/2014 - ongoing: Other projects collecting HCBS setting data - State provider association will provide information and
input from residential providers to the state.

12/1/2014 - ongoing: lowa Participant Experience Survey (IPES) - State will continue to monitor IPES results to flag
member experience that is not consistent with assurmg control over choices and community access.

3/1/2015 - By 3/17/2019: Onsite Assessment Results Report - State compiles and analyzes findings of onsite assessments
annually by July 31, with the final report completed by 3/17/19. Findings will be presented to lowa DHS leadership and
stakeholders.

Section 2: Remediation: Strategies

Iowa proposes a remediation process that will capitalize on existing HCBS quality assurance processes including provider
identification of remediation strategies for each identified issue, and ongoing review of remediation status and compliance.
The state may alsc prescribe certain requirements to become compliant. lowa will alsc provide guidance and technical
assistance to providers to assist in the assessment and remediation process. Providers that fail 1o remediate noncompliant
settings timely may be subject to sanciions ranging from probation to disenroliment.

6/1/2014 - 7/31/2016: Informational Letiers - State will draft and finalize informational letters describing proposed
transition, appropriate HCES settings, deadlines for compliance, and technical assistance availability. BHO and MCO will
provide the same information ic provider network.
12/1/2014 - 7/31/2015: Towa Administrative Code - State will revise administrative rules chapters 441-77, 78, 79, and 83, to
reflect federal reguiations on HCBS settings. Rules will define HCBS setting thresholds and will prohibit new sites from
being accepted or enrolied that have an institutiona! or isolating quality while presenting deadlines for enrolled providers to
come into compliance. Rules will clarify expectations of member control of their environment and access to community.
BHO will develop the same standards for provider network.
8/1/2015 - 12/31/2015: Provider Manual Revisions - State will revise HCBS provider manual Chapter 16K {o incorporate
regulatory requirements for HCBS and qualities of an HCBS setting. BHO will incorporate the same information into
relevant provider network manuals.
12/1/2014 - ongoing: Incorporate Education and HCBS Compliance Understanding into Provider Enrollment - IME
Provider Services Unit Pre-Enrollment Screening process will make adjustinents to ensure that HCBS settings are evaluated
. when appropriate. When agencies enroll to provide HCBS services, they will be provided information on HCBS setting
requirements and be required to certify that thev have received, understand. and comply with these sefting requirements.
12/1/2014 - ongoing: Provider Assessment Findings - State will present each provider with the results of the assessment of
their organizational HCBS settings as findmgs occur throughout the assessment process.
12/1/2014 - 3/16/2019; Provider Individual Remediation - HCBS providers will submit a corrective action plan (CAP) for
any settings that require remediation. The CAP will provide detail about the steps to be taken to remediate issues and the
expected timelines for compliance. The state will accept the CAFP or may ask for changes to the CAP. The state may preset
remediation requirements for each organization's HCBS settings. Providers will be required to submit periodic status
updates on remediation progress. State review of CAPs will consider the scope of the transition o be achieved and the
unique circumstances related to the setting in question. The state will allow reasonable timeframes for large infrastructure
changes with the condition that the providers receive department approval and provide timely progress reports on & regular
basis. Locations presumed to be non-HCBS but which are found to have the qualities of HCBS will be submitted to CMS
for heightened scrutiny review.
12/1/2014 - 3/16/2019; Data Collection - State, BHO, and MCO will coliect data from reviews, technical assistance,
updates, etc. to irack status of remediation efforts. Data will be reported on a regular basis or ad hoc to DHS management
and CMS.
12/1/2014 - 3/1/2019: Onsite Compliance Reviews - State wili conduct onsite reviews to establish levels of compliance
reached by providers with non-HCBS settings following completion of their remediation schedule.
12/1/2014 - 3/16/2019: Provider Sanctions and Disenroliments - State will disenrolt and/or sanction providers that have
failed to meet remediation standards. State will disenroll and/or sanction providers that have failed 1o cooperate with the
HCRBS Settings Transition.
12/1/2014 - 3/16/2019: Member Tramsitions to Compliant Settings - [f relocation of members is necessary, the state will
work with DHS TCM or MCO CBCM to ensure that members are transitioned to settings meeting HCBS Seatting
requirements. Members will be given timely notice and due process, and will have a choice of alternative settings through a
person centered planning process. Transition of members will be comprehensively tracked to ensure successful placement
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and continuity of service.

Section 3: Public Comment

lowa proposes to collect public comments on the transition plan through a dedicated email address for submission of written
comments, and through taking public comments directly by mail Iowa has aiso previously held a comment period

in November 2014 which included solicitation of comments through stakeholder forums. In addition to posting the
transition plan and related materials on the lowa Medicaid website, numerous stakeholders were contacted directly and
provided with transition plan documents and mmformatior: on the staleeholder forums. Stakeholders contacted include
Disability Righis lowa, the Towa Association of Community Providers, the lowa Health Care Association/lowa Center for
Assisted Living, Leading Age lowa, the Brain Injury Alliance of lowa, the Olmstead Consumer Task Force, the lowa
Mental Health and Disability Services Commission, the lowa Developmental Disabilities Council, NAMI Towa, ASK
Resource Center, Area Agencies on Aging, County Case Managemeni Services, and MHDS Regional Administrators.

3/9/2015 - 3/13/2015: Announcement of Public Comment Period - State released a White Paper, the Draft Transition Plan,
and Draft Seftings Analtysis on the state website. Informational Letters were released and sent to all HCBS watver
providers, DHS TCM or MCO CBCM. Stakeholders (listed above) were contacted directiy to inform them of the public
comment period. A dedicated email address (HCBSsettings(@dhs.state.ja us) was established to receive public comments.
Triba) notices were sent. Notices were filed in newspapers. Printed versions were made available in DHS local offices
statewide, along with instructions on submitting comments via mail.
3/16/2015 - 4/15/2015: Public Comment Period for Proposed Transition Plan - State will share transition plan with the
public in electronic and non-electronic formats, collect comments. develop state responses to public comments. and
incorporaie appropriate suggestions info transition pian. The Response to Pubilic Comments document will be posted fo the
DHS website and a summary provided to CMS. Previous comment periods were haid in May 2014 and November 2014
which included stakeholder forums.
4/15/2015 - 3/16/2(19: Public Comment Retention - State will safety store public comments and state responses for CMS
and public consumption,
4/15/2015 - 3/16/2019: Posting of Transition Plan lterations - State will post each approved iieration of the transition plan to
its website,

/1/2015 - By 3/17/2019: Assessment Findings Report - State shares the findings of the onsite assessment annually by July
31

Towa HCBS Settings Analysis - This Settings Analysis is general in nature and does not imply that any specific provider or
location is noncompliant solely by classification in this analysis. Final determination will depend upon information gathered
through all assessment activities outlined in the transition plan, including but not limited to onsite reviews, provider annual
self-assessments, IPES data, provider surveys, and (GIS analysis.

Category: YES — Settings presumed fully compliant with HCBS characteristics

--Member owns the housing, or leases housing which is not provider owned or conirolled.

Category: NOT YET — Seitings may be compliant, or with changes will comply with HCBS characteristics

--Residential Care Facilities (RCFs) of any size

—-Apartment complexes where the majority of residents receive HCBS

—Provider owned or controlled housing of any size

--Assisted Living Facilities

—Services provided in a staff member’s home (except Respite)

Category: NOT YET - Setting is presumed non-HCBS but evidence may be presented to CMS for heightened scrutiny
review

--Locaied in a building that also provides inpatient institutional treatment

—-Axny setting on the srounds of or adjacent to a public nstitution

—Settings that isolaie participants from the broader community

Category: NO — Settings do not comply with HCBS characteristics

—Intermediate Care Facilities for Persons with Intellectual Disabilities (ICF/ID) (except Respite)

--Nursing Facilities/Skilled Nursing Facilities

—Hospitals

—Institutions for Menta! Disease (IMD)

Process:

Public comment was taken from March 16, 2015 through Aprii 15, 2015. The transition plan was posted on the IME website
at: https://dhs.iowa.gov/ime/about/initiatives/HHCBS/TransitionPlans. The transition plan has been available at that location
since March 12, 2013, Public notice in a non-electronic format was done by publishing a notice in major newspapers
throughout the state; this notice was sent to the newspapers on March 9, 2015, The transition plan was available for non-
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electronic viewing in any of the 99 DHS office across the state for persons who may not have internet access. Cornments
were accepted elecironically through a dedicated email address (HCBSsettings@dhs.state.ia.us). The address was provided
for written comunents to be submitted to the IME by mail or by delivering them directly to the IME office. Notice was also
sent to the federally-recognized tribes on March 9, 2015,

Summary of Comments:
Comments that resuited in changes to the transition plan:
There were no cormuments received that resulted in changes to the transition plan.

Comments for which the State declined to make changes to the transition plan or settings analysis document:

There were numerous commenis submitied which did not ask for changes to the iransition plan, but rather were seeking
clarification or inferpretation of the federal regulation or posed operational questions about how the state would carry out
activifies in the transition plan.

Four commenters suggested that various aspects of the transition pian need to be updated to reflect the role that the
Managed Care Organizations (MCOs) will have related to the Towa High Quality Health Care Initiative. The state declined
to makes changes based on the comment and explained in the response that lowa plans to submit separate waiver
amendmenis to make changes reiated to that effort in the near future. and that there wili be another public comment period
related to those amendments at that time.

Two commenters expressed concern about engaging consumers, families and advocaies in the transition plan. The state
declined to make changes based on the comment and explained the various ways that input from consumers and advocaies
has been sought in the development of the plan and expressed that consumer and advocate tnvolvement will continue
throughout implementation.

Ope commenter asked that the role of the state’s Menial Health and Disability Services (MHDS) Regions be included in the
plan. The staie declined to make this change, explaining that the MHDS Regions are aiready listed as stakeholders in the
plan.

One commenter asied that the plan be changed to eliminate the distinction between provider owned and conirolled housing,
as the commenter believed this had been eliminated from the regutation. The state declined to make this change and
explained in the response that the federal regulation does still set out additional requirements for provider owned and
controlled settings.

One commenter suggested that the “plavers™ column which existed in an early draft of the iransition plan, but was later
removed should be added back into the plan. The state declined to make this change and explained in the response that the
responsibility for completion of the activities listed in the transition plan lies with the IME, and other stakeholders are
already noted in the description column for each item or in the explanatory narrative at the top of each section.

One commenter expressed that activities within the transition plan should not have end dates listed as “ongoing™. The state
deciined to make this change and expiained in the response that our approach utilizes an ongoing process of discovery,
remediation, and improvement. As such, we are not performing a one-time statewide assessment that will resuit in a point-
in-time list of settings that are compliant or non-compliant. Rather, our process will be a continnous cycle in which all
settings will be assessed and remediated by the March 17, 2019 deadline, and our quality assurance processes will continue
even after the transition deadhine to assure that providers whe were in compliance will continue to meet the requirements on
an ongoing basis.

One commenter suggested that the actions or omissions that would trigger the requirement of a corrective action plan (CAP)
should be listed in the transition plan. The state declined to make this change, explaining that any finding of noncompliance
will trigger a CAP.

Ong commenter suggested that in regard to provider remediation, rather than the Staie allowing “reasonable time frames”
for large infrastrucmure changes, the State should impose specific timeframes and deadlines. The state declined to make a
change because we believe the commenter misunderstood the intent of the item. Our response to the comment explained
that the timeframes that will be set out in any given CAP will be specific deadlines for that provider and location. The
“reasonable timeframes™ language needs to be read in the context of the previous sentence in the plan which indicates that in
reviewing a CAP, the state will consider the scope of the wansition to be achieved and the unique circumstances related to
the setting in question.
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Additional Needed Information (Optional}

Provide additional needed information for the waiver (optional):

The original document is too big 1o include here. Please see the HCBS Statewide Transition Plan approved on August 9,

2016 on this link:
hteps://dhs lowa.gov/sites/defavlt/files/Approved Initial STP_Submitted.pdf

The state assures that the settings transition plan included with this waiver amendment or renewal will be subject to any
provisions of requirements included in the Staie's approved Statewide Transition Plan. The State will implement ary
required changes upon approval of the Statewide Transition Plan and will make conforming changes 1o its waiver when it

submits the next amendment or renewal.
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Appendix A: Walver Administration and Operation

1. State Line of Authority for Waiver Operaiion. Specify the state line of authority for the operation of the waiver
(select one):

® The waiver is operated by the State Medicaid agency.

Specify the Medicaid agency division/unit thai has line anthority for the eperation of the waiver program (select
one}:

‘®: The Medical Assistance Unit.

Specify the unit name:
Bureau of Long Term Care, the Iowa Medicaid Enterprise (IME)
(Do not complete item A-2) ‘
.. Another division/unit within the State Medicaid agency that is separate from the Medical Assistance
Unit.

Specify the division/unit name. This inchudes administrations/divisions under the umbrella agency that has
been identified as the Single State Medicaid Agency.

i

!
!

(Complete ilem A-2-q).
_* The waiver is operated by a separate agency of the State that is not a division/unit of the Medicaid agency.

Specify the division/onit name:

In accordance with 42 CFR §431.10, the Medicaid agency exercises administrative discretion in the
administration and supervision of the waiver and issues policies, rules and regulations related to the waiver. The
interagency agreement or memorandum of understanding that sets forth the authority and arrangements for this
policy is available through the Medicaid agency to CMS npon request. (Complete item A-2-b).

Appendix A: Watver Administration and Operation

2. Oversight of Performance.

a. Medicaid Director Oversight of Performance When the Waiver is Operated by another Division/Unit
within the State Medicaid Agency. When the waiver is operated by another division/administration within
the umbrellz agency designated as the Single State Medicaid Agency. Specify (a) the functions performed by
that division/administration (i.e., the Developmental Disabilities Administration within the Single State
Medicaid Agency), (b) the document utilized to outline the roles and responsibilities related to waiver
operation, and {c) the methods that are employed by the designated State Medicaid Director (in some
instances, the head of umbrella agency) in the oversight of these activities:

As indicated in section ! of this appendix, the waiver is not operated by another division/unit withis the
State Medicaid agency. Thus this section does not need to be completed.

h. Medicaid Agency Oversight of Operating Agency Performance. When the waiver 1s not operated by the
Medicaid agency, specify the functions that are expressly delegated through a memorandum of understanding
{MOU) or other written document, and indicate the frequency of review and update for that document. Specify
the methods that the Medicaid agency uses to ensure that the operating agency performs its assigned waiver
operational and administrative fimctions in accordance with waiver requirements. Also specify the frequency
of Medicaid agency assessment of operating agency performance:
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As indicated in section 1 of this appendix, the waiver is not operated by a separate agency of the State.
Thus this seetion does not need to be compieted.

Appendiz A: Waiver Administration and Operation

3. Use of Contracted Entities. Specify whether confracted entities perform waiver operational and administrative
functions on behalf of the Medicaid agency and/or the operating agency (if applicable) {select one):

‘® Yes. Contracied entities perform waiver operational and administrative funetions on behalf of the
Mediczaid agency and/or operating agency (if applicable).
Specify the types of contracted entities and briefly describe the functions that they perform. Complete Items A-3
and A-6.
MCOs will generally be responsible for delivering covered benefits, including physical health, behavioral
health and LTSS in a highly coordinated manner. Specific functions include, but are not limiied to, the
following:
- Developing policies and procedures for ongoing identification of members who may be eligible for waiver
Services;
- Conducting comprehensive needs assessments, developing service plans, coordinating care, and authorizing
and initiating waiver services for all members;
- Conducting level of care reagsessments with IME retaining final review and approval authority for any
reassessments which indicate a change in the level of care;
- Delivering community-based case management services and monitoring receipt of services;
- Coniracting with an entity or entities for financial management services to assist members who elect gelf-
direction (i.e., lowa’s “Consumer Choices Option™);
- Maintaining a toli-free telephone hotline for all providers with guestions, concerns, or compiaints;
- Maintaining a toll-free telephone hotline for all members to address questions, concerns, or complaints;
- Operating a 24/7 toll-free Nurse Call Line which provides nurse triage telephone services for members to
receive medical advice from trained medical professionals;
- Creating and distributing member and provider materials (handbooks, directory, forms, policies and
procedures, notices, etc.);
- Operating an incident reporting and management system;
- Maintaining a utilization management program;
- Developing programs and participating in activities to enhance the general health and well-being of members;
and
- Conducting provider services such as network contracting, credentialing, enroliment and disenrollment,
training, and claims processing.

FFS

Those members who have not made an MCO selection, or who are otherwise ineligible for managed care
enrollment as defined in the Towa High Quality Healthcare Initiative §1915(b) waiver, will coniinue to receive
services through the fee-for-service delivery system. As such, the State will continue to contract with the
foliowing entities to perform certain waiver functions.

Member Services (Maximus) as part of a contract with IME to disseminate information to Medicaid members
and provide member support as part of their customer service contract. Additionally, the Member Services Unit
provides clinical review in effort to identify member population risks such that additional education, program
support, and policy revision can mitigate risks to the member when possible.

Medical Services (Telligen) as part of a contract with the IME conducts level of care evaluations and service
plan development ad-hoc reviews to ensure that waiver requirements are met. In addition, the IME MSU
conducts the necessary activities associated with prior authorization of waiver services, authorization of service
plan changes and medical necessity reviews associated with Program Integrity and Provider Cost Audit
activities.

Home and Community Based Quality Assurance (Telligen} as part of a contract with the IME reviews provider

compliance with State and federal requirements, monitors complaints, monitors critical incident reports and
technical assistance to ensure that quality services are provided to all Medicaid members.
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Prograin Integrity and Recovery Audit Coordinator (Optum) as part of a contract with the IME reviews provider
records and claims for instances of Medicaid frand, waste, and abuse. These components are evaluated and
analyzed at ap individual and system leve] through fraud hotline referrals and algorithm development.

Provider Services (Maximus) as part of a contract with the IME coordinates provider recruitment and execuies
the Medicaid Provider Agreement. The Provider Services Unit conducts provider background checks as
required, conducts annual provider trainings, supervises the provider assistance call center, and manages the
help functions associated with the IME’s Individualized Services Information System (ISIS).

Provider Cost Audit (Myers and Stouffer) as part of a contract with the IME determines service rates and
payment amounts. The Provider Cost Audit Unit performs financial reviews of projecied rates, reconciled cost
reports, and performs onsite fiscal reviews of targeted provider groups.

Revenue Coliections Unit (ITIMS), as part of a contract with the IME, performs recovery of identified
overpayments related to program integrity efforts, cost report reconcifiations, third-party Liability, and trusts.

Pharmacy (Gould Health Systems), as part of the contract with IME, this umit oversees the operation of the
Preferred Drug List (PDL) and Prior Authorization (PA} for prescription drugs. The development and updating
of the PDL allows the Medicaid program to optimize the funds spent for prescription drugs. The Pharmacy
Medical group performs drog Prior Authorization with medical professionals who evaluate each request for the
use of a number of drugs.

Point-of-Sale (POS) (Gould Health Sysiems), as part of the contract with the IME, this is the pharmacy point of
sale system. It is & real-time system for pharmacies to submit prescription drug claims for lowa Medicaid
beneficiaries and receive a timely determination regarding payment.

All contracted entities including the Medicaid Department conduct training and technical assistance concerning
their particular area of expertise concerning waiver requirements. Please note that ultiately it is the Medicaid
agency that has overall responsibility for all of the functions while some of the functions are performed by
contracting agencies. In regards to training, technical assistance, recruitment and disseminating information,
this is done by both the Medicaid agency and contracted agencies throughout regular day-to-day business.

. No. Contracted entities do not perform waiver operational and administrative functions on behalf of the
Medicaid agency and/or the operating agency (if applicable).

Appendix A: Waiver Administration and Operation

4. Role of Local/Regional MNon-State Entities. Indicate whether local or regional non-state entities perform waiver
operational and administrative functions and, if so. specify the type of entity (Selecr One):

& Not applicable
Applicable - Local/regional non-state agencies perform waiver operational and administrative functions.
Check each that applies:

”" Local/Regional non-state public agencies perform waiver operational and administrative functions at the
local or regional level. There is an interagency agreement or memorandum of understanding between
the State and these agencies that sets forth responsibilities and performance requirements for these agencies
that is available through the Medicaid agency.

Specify the nature of these agencies and complete items A-5 and A-6:

"y
Iy

g

“" Local/Regional non-governmental non-state entities conduct waiver operational and administrative

functions at the local or regional level There is a contract befween the Medicaid agency and/or the
operating agency {when authorized by the Medicaid agency) and each local/regional non-staie enfity that
sets forth the responsibilities and performance requirements of the local/regional entity. The contraci(s)
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under which private entities conduct waiver operational functions are available to CMS upon request
through the Medicaid agency or the operating agency (if applicabie).

Specify the nature of these entities and complete items 4-5 and A-6.

Appendix A: Waiver Administration and Operation

5. Responsibility for Assessment of Performance of Contracted and/or Local/Regional Non-State Ertities. Specify
the state agency or agencies responsible for assessing the performance of contracted and/or local/regional non-state
entities in conducting waiver operational and administrative functions:

IME Medical Policy Staff, through DHS, is responsible for oversight of the contracted entities. The DHS IME is the
State Agency responsible for conducting the operational and administrative functions of the waiver.

Appendix A: Waiver Administration and Operation

6. Assessment Methods and Frequency, Describe the methods that are used to assess the performance of contracted
andfor local/regional non-state entities to ensure that they perform assigned waiver operational and administrative
functions in accordance with waiver requirements. Also specify how frequently the performance of contracted and/or
local/regional non-state entities is assessed:

IME is an endeavor that unites State Staff and "Best of Breed” contractors inte a performance-based model for the
administration of the lowa Medicaid program. The IME is a collection of specific units, each having an area of
expertise, and all working together to accomplish fhe goals of the Medicaid program. Housed in a single building,
the IME has contract staff who participates io the following activities: provider services, member services, provider
audit and rate setfing, processing payments and claims, medical services, pharmacy, program miegrity, and revenue
collections. All contracts are selected through a competitive request for proposal (RFP) process. Contract RFPs are
issued every five years.

All contracied entities are assigned a State-employed contract manager, are assessed through their performance-
based coniracts, and are required to present their performance on contract standards at a monthly meeting io the
Medicaid Policy Staff Monthly meetings are designed to facilitate communication among the various business units
within the IME to ensure coordination of operations and performance outcomes. Further, non-MCO contractad
entities and Medicaid Policy staff are located at the same site, which limits the barriers of routine management and
oversight. In addition, all contracted agencies are required to complete a comprehensive guarterly report on their
performance to include programmatic and quality measures designed to measure the contract activities as well as
trends identified within Medicaid programs and populations.

The State has established a MCO Oversight and Supports Bureau within IME to provide comprehensive program
oversight and compliance. Specifically, the Bureau Chief, reporting directly to the Medicaid Director, is responsible
for directing the activities of bureau staff. Each MCO account manager will oversee confract compliance for one
designated MCQ. The MCO account managers will serve as liaisons between the MCOs and the State, and will be
the point of contact coordinating communications and connecting subject matter experts. The new Bureau will work
drectly with the IME Program Integrity Unit, which oversees compliance of all IME providers, including the MCOs,

Appendix A: Waiver Admipistration and OUperation

7. Distribution of Waiver Operational and Administrative Functions. In the following table, specify the entity or
entities that have responsibility for conducting each of the waiver operational and administrative functions listed
{check each that appliesy:

In accordance with 42 CFR §431.10, when the Medicaid agency does not directly conduct a function, it supervises the
performance of the function and establishes and/or approves policies that affect the function. All fumetions not
performed directly by the Medicaid agency must be delegated in writing and monitored by the Medicaid Agency.
Note: More thawn one box may be checked per item. Ensure that Medicaid is checked when the Single State Medicaid
Agency (1) conducts the function directly; (2) supervises the delegated function; and/or (3) establishes and/or
approves policies related to the function.
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Function Medicaid AgencyjConiracted Entity,
Participant waiver enrollment o 3
‘Waiver enroilment managed against approved {imits ~, <
‘Waiver expenditures managed against approved levels J «;F
Level of care evaluation ~: o
Review of Participant service plans \f ‘J’ .
Prior authorization of waiver serviees o "
Utilization management ‘ff o
Qualified provider enroliment o of
Execution of Medicaid provider agreements o i
Establishment of a statewide rate methodology }f W
Ruies, policies, procedures and information development governing the waiver program i -
Quality assurance and quality improvement activities ‘;" ;?

Appendix A: Walver Administration and Operation
Quality Improvement: Administrative Authority of the Single State Medicaid
Agency

As a distinct component of the State’s quality fmprovement strategy, provide information in the following fields 1o detail the
State’s methods for discovery and remediation.

a. Methods for Discovery: Administrative Anthority
Fhe Medicaid Agency retains ultimate administrative authority and responsibility for the operaiion of the wuiver
program by exercising oversight of the performance of waiver functions by other state and local/regional non-siate
agencies (if appropriate) and contracted entifies.

i. Performance Measures

For each performance measure the State will use to assess compliance with the statutory assurance,
complete the following. Performance measures for administrative authority shonld not duplicaic measures
Jfound in other appendices of the waiver application. As necessary and applicable, performance measures
should focus on:
e Uniformity of development/execution of provider agreements throughout ali geographic areas covered
by the waiver
= Equitable distribution of waiver openings in all geographic areas coverad by the waiver
= Compliance with HCB settings requirements and other new regulatory components (for walver actions
submitted on or after March 17, 2014)

Where possible, include numerator/denoninator.

For each performance measure, provide information on the agerevated daig that will enable the Staie 1o
analvze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analyzed statistically/deductively or inductively, how themes are
idertified or conclusions drawn, and how recommendations are formulated where appropriate.

Performance Measure:

AA-T: IME shall measure the number and percent of required MCO BCBS PM
guarterly reports that are submitted timely. Numerator =# of HCBS PM quarterly
reperis submitted timely; Denominator = # of MCO HCBS PM quarterly reports due in
a calendar quarter.

Prata Source (Select one):
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Other
I "Other' is selected, specify:

MCQO performance monitoring

Responsible Party for
data collection/generation
(check each that applies).

Frequency of data
collection/generation
{check each that applies):

Sampling Approach(check
each that applies}:

Specify:

7 State Medicaid T Weekly & 100% Review
Agenecy
. i Operating Agency /' Monthly " Less than 100%
Review
. Sub-State Entaty "7 Quarterly " Representative
Sample
Confidence
Interval =
« Other T Annually " Stratified
Spactly: Describe Group: _
MCOs o
" Continuously and 7 Other
Ongoing Specify:
T Other

Data Aggregation and Analysis:

Page 6 of 8

Responrsible Party for data aggregafion
and analysis (check each that applies):

Frequency of data aggregation and
analysis(check each that applies):

I Weekly

+F State Medicaid Agency

. Operating Agency . Monthly

i Sub-State Entity i@ Quarterly

"... Other
SPEOITY: e

T Annually

: . Continuousty and Ongoing

T Othber
Specify:

Performance Measure:
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AA-2: The IME shall measure the number and percent of months in a calendar guarter
that each MCO reported all HCBS PM data measures. Numerator = # of months each
MCGO entered all required HCBS PM data; Denominater = # of reportable HCBS PM
months in a calendar quarter.

Data Source (Select one):
Ciher

If 'Other’ is selected, specify:
MCO performance monitoring

Responsible Party for Frequency of data Sampling Approach(check
data collection/generation : collection/generation each that applies):
{check each thar applies): i (check each that applies):
. State Medicaid T Weekly ' 100% Review
Agency
. Operating Agency i« Monthly " Less than 100%
Review
" Sub-State Entity " Quarterly " Representative
Sample
Confidence
Interval =

W Other 7 Annually M Stratified

..... Specify: Describe Group:
o s
" Continuously and | " Other
onaotns Specify: ...
" Other

Specify:

A

Data Aggregation and Analysis:

Responsible Party for data aggregation | Frequency of data aggregation and

and analysis (check each that applies). analbysis(check each that applies):
i/ State Medicaid Agency ™ Weekly
7 Operating Agency " Monthly
" Sub-State Enfity i Quarterly
- Other " Annually

Specify:

" Continuously and Ongoing
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Responsible Party for data aggregation | Frequency of data aggregation and
and analysis (check each that applies). analysis/check each that applies).
" Other

ii. If applicable, in the textbox below provide any necessary additional information on the strategies emploved by
the State to discover/identify problems/issues within the waiver program, including frequency and parties
responsible.

Through the Bureau of Managed Care each MCO is assigned state staff as the confract manager; and other
state staff are assigned to aggregate and analvze MCO data. This staff oversees the quality and timeliness
of monthly reporting requirements. Whenever data is late or missing the issues are immediately addressed by
each MCO account manager fo the respective MCO.

b. Methods for Remediation/Fixing Individual Problems
i. Describe the Staie’s method for addressing individual problems as they are discovered. Include information
regarding responsible parties and GENERAL methods for problem correction. In addition, provide
information on the methods used by the State to document these fiems.
If the contract manager, or policy staff as a whole, discovers and documents a repeated deficiency in
performance of the MCO, a plan for improved performance is developed. In addition, repeated deficiencies
in contractual performance may result in 2 withholding of payment compensation.

General methods for problem comrection include revisions to state coniract terms based on lessons learned.
ii. Remediation Data Aggregation
Remediation-related Data Aggregation and Agalysis (including trend identification)

Freguency of data aggeregation and

Responsible Pavty/check each thar applies): . analysis(check each that applies):

i State Medicaid Agency " Weekly

“" Operating Agency ¥ Monthiy

. Sub-State Entity . Quarterly

« Other T Annually
Specify:

Contracted Entity and MCOs

" Continuously and Ongoing

! Other
Specify:

¢, Timelines
When the State does not have all elements of the Quality Improvement Strategy in place, provide timelines to design
methods for discovery and remediation related to the assurance of Administrative Authority that are currently non-
operational.
& Ne
" Yes
Please provide a detailed strategy for assuring Administrative Authority, the specific timeiine for implementing
identified strategies, and the parties responsible for its operation.

i
H
i
H
i
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Appendix B: Participant Access and Eligibility
B-1: Specification of the Waiver Target Group(s)

a. Target Group(s). Under the waiver of Section 1902(a)(10)(B) of the Act, the State Jimits waiver services to one or
more groups or subgroups of individuals. Please see the instruction manual {or specifics regarding age limits. /n
accordance with 42 CFR §441.301(b)(6), select one or more waiver targel groups, check each of the subgroups in the
selected targel group(s) that may receive services under the waiver, and specify the minimum and maximum (if ary)
age of individuals served in each subgroup:

Maximum Age
Target Group Included Target SubGroup Mintmum Age | Maximum Age [No Maximom Age
Limit Limit

 Aged or Disabled, or Both - General

A ged

!Disabled {Physical)
L El)isablcd {Other)
Aged or Disabled, or Both - Specific Recognized Subgroups

EBrain Injury
E[-HV.’ALDS

Medically Fragile

ITechnology rependent

7 Intelieciwal Disability or Developmental Disability, er Both

LA utism

IDevelopmental Disability

finteliectual Disability

o Mental Iiness

L viential Tliness ! |

wF ISerious Emotional Disturbance 0 17 }

b. Additional Criteria. The State further specifies its target group(s) as follows:

Must have a diagnosis of serious emotional digturbance (SED), defined as a diagnesable mental, bebavioral, or
emotional disorder that: (1) 1s of sufficient duration to meet diagnostic criteria for the disorder specified m the
Diagnosis and Statistical Manual of Mental Disorders, fifth edition, (DSM-V) published by the American
Psychiatrist Association; and (2) has resulted in a functional impairment that substantially inferferes with or limits a
member’s role or functioning in family, school, or community activities. SED shall not include developmental
disorders, substance-related disorders, or conditions or problems classified in the DSM-V as other conditions that
may be a focus of clinical atiention” (V Codes), unless these conditions co-oceur with another diagnosable serious
emotional disturbance. Psvchological documentation that substantiates 2 mental health diagnosis of SED as
determined by a mental health professional must be current within the 12-month period before the application date.

e. Transition of Individuals Affected by Maximum Age Limitation. When there is a maximum age limit that applies

to individuals who may be served in the walver, describe the transition planning procedures that are undertaken on
behalf of participants affected by the age limit (select one}:

. Not applicable. There is no maximum age limit

‘® The following transition planning procedures are employed for participants who will reach the
waiver's maximum age limit.

Specify:
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Members, upon reaching the age of 18, may transition into adult mental health services. as appropriate, to meet
their identified needs. Towa has an approved 1915(i) waiver called the HCBS Habilitation

Services. Habilitation Services is a program to provide HCBS to lowans with the functional impairments
typically associated with chronic mental illnesses. Habilitation Services are designed to assist members in
acquiring, retaining and improving the self-help, socialization and adaptive skills necessary to reside
successfully in home and community-based settings. Services available through the program include case
management, home based habilitation, day habilitation, prevocational services and supported

employment. HCBS Habilitation Services, like the CMH Waiver services, are provided i a variety of
integrated community-based enviromments.

Habilitation Services is a State Plan service available to children and adults meeting the Habilitation Services
criteria. Children accessing the CMH Waiver services that will be needing services as an adult are often
accessing Habilitation Services prior fo turning age 18. Transition planning to adult service is done by the case
manager, health home coordinator, or community-based case manager prior to, and following, the member
turning 18. The Habilitation Services offers additional service options not available in the CMH Waiver.
Transitiona! services are developed based on an assessment of need as the member moves mto adult services.
Some CMH Waiver members may not qualify for Habilitation Services, choose to not receive services, or
choose to move out of state.

It 1s important to note that transition planning does occur for all CMH Waiver members who will age out of the
waiver, regardiess of their infent to continue services. For fee-for-service members, the State uses ISIS to
remind the case manager or health home coordimator, when a CMH enrolled child reaches age 17 and that
transition planning should occur. MCOs are responsible for implementing processes to notify community-
based case managers.

Appendix B: Participant Access and Eligibility
B-2: Individual Cost Limit (1 of 2)

a. Individual Cost Limit. The following individual cost bmit applies when determining whether fo deny home and
community-based services or entrance to the waiver to an otherwise eligible individual (selecr one). Please note that a
State may have only ONE individual cost limit for the purposes of determining eligibility for the watver:

‘® Wo Cost Limit. The State does not apply an individual cost Kmit. Do not complete ltem B-2-b or item B-2-c.

+ Cost Limit in Excess of Enstitutional Costs. The Staie refuses entrance to the waiver to any otherwise eligible
individual when the State reasonably expects that the cost of the home and community-based services furnished
to that individual would exceed the cost of a level of care specified for the waiver up to an amount specified by
the State. Compleie Items B-2-b and B-2-c.

The Hmit specified by the State is (select one)
"+ A level higher than 100% of the institutional average.
Specily the percentage g

‘- Other

Specify:

F
i
:
H s

" Institutiona} Cost Limit. Pursnant to 42 CFR 441.301(a)(3), the State refuses entrance to the waiver to any
otherwise eligible individual when the State reasonably expects that the cost of the home and community-based
services furnished to that individual would exceed 100% of the cost of the level of care specified for the waiver.
Complete Items B-2-b and B-2-c,

Cost Limit Lower Than Institutional Costs. The State refuses enirance to the waiver o any otherwise
gualified individual when the State reasonably expects that the cost of home and cormmunity-based services
furnished to that individual would exceed the following amount specified by the State that is jess than the cost of
a level of care specified for the watver.
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Specify the basis of the limit, including evidence thai the limit is sufficient fo assure the health and welfare of
waiver participants. Complete Items B-2-b and B-2-c.

The cost limit specified by the State is (select onegl:

The foliowing dollar amount:

Specify doliar amount:,
The doliar amount (select ong)
ks adjusted each vear that the waiver is in effect by applyving the following formula:

Specify the formula:

.- May be adjusted during the period the waiver is in effect. The State will submit a waiver
amendment to CMS to adjust the doliar amount.

" The following percentage that is less than 100% of the institutional average:

Specify percent §

. Other:

Specifi:

Appendix B: Participant Access and Eligibjlity
B-2: Individual Cost Limit (2 of 2)

Apnswers provided in Appendix B-2-a indicate that you do not need o compleie this section.

b. Method of Implementation of the Individual Cost Limit, When an individual cost imit is specified iz Item B-2-a,
specify the procedures that arc followed to determine in advance of waiver entrance that the individual's health and

welfare can be assured within the cost limit:

]
&

c. Participant Safeguards. When the State specifies an individual cost Iimit ir: Item B-2-a and there is a change in the
participant's condition or circumstances post-entrance to the waiver that requires the provision of services in an
amount that exceeds the cost limit in order to assure the participant's health and welfare, the Staie has established the
following safeguards to avoid an adverse impact on the participant (check each that applies):

" The participant is referred to another waiver that car accommodate the individual's needs.

. Additional services in excess of the individual cost limit may be authorized.

Specify the procedures for authorizing additional services, including the amount that may be authorized:
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7 Other safeguard(s)

Specify:

Page 4 of 25

Appendix B: Participant Access and Eligibility

B-3; Number of Individuals Served (1 of 4)

a. Unduplicated Number of Participants. The following table specifies the maximum nuember of unduplicated
participanis who are served in each vear that the waiver is in effect. The State will submit 2 waiver amendment to
CMS to modify the number of participants specified for any year(s), including when a modification is necessary due
to legislative appropriation or another reason. The number of unduplicated participants specified in this tabie is basis

for the cost-neutrality calculations in Appendix J:

Table: B-3-a
Waiver Year Unduplicated Number of Participants

Y ear 1 : 1576 %
: |

T P ————
Y ear 2 E 1570 3
Year 3 - i
ear (1570 i
Year 4 1570 !
Vear 5 W__?

b. Limitatien on the Number of Participants Served at Any Point in Time. Consistent with the unduplicated number

of participants specified in Item B-3-a, the State may limit to a lesser number the mimber of participants who will be
served af apy point in time during a waiver year. Indicate whether the State limits the number of participants in this

way: (select onel:

. The State does not limit the number of participants that it serves at any point in time during 2

waiver year.

®: The State limits the number of participants that it serves at any point in time during & waiver vear.

The limit that applies to each year of the waiver period is specified in the following table:

Table: B-3-b
Waiver Year Maximum Number of Participanis
Served At Anv Point During the Year

Year 1 5 !
Y ear 2 § o5
Y ear 3 | e
Y ear 4 55

7 pn — WW
Vear 5 {‘ T |

Appendix B: Participant Access and Eligibility

B-3: Number of Individuals Served (2 of 4)
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Page 5 of 25

¢. Reserved Waiver Capacity. The State may reserve a portion of the participant capacity of the waiver for specified
purposes (e.g., provide for the community transition of institutionalized persons or furnish waiver services to

individuals experiencing a crisis) subject to CMS review and approval. The State (select one}:
. Net applicable. The state does not reserve capacity.

‘@ The State reserves capacity for the following purpose(s}).
Purpose(s) the State reserves capacity for:

Purposes

Mental Health Insittutes (MET), Psychiatric Resideniial Treatment Facility (PRTF) and out of state
facility placement transition

Appendix B: Participant Access and Ehgibility

B-3: Number of Individuals Served (Z of 4}

Purpese (provide a title or short description tc use for lookup).

Mental Health Institutes (MHI), Psychiatric Residential Treatruent Facility (PRTF) and out of state facility

placement transition

Purpose (describe):

The state reserves payment slots each waiver year (July 1 - June 30) for use by members living in a
state of Iowa Mental Health Institute (MHI), a Psychiatric Residential Treatment Facility (PRTF), or
out of staie facility placements who choose to access services in the CMH watver program and leaves
the State MHI, PRTF, or out of state placement te live within theiy family home. For the purpose of
reserved capacity within the CMH waiver, a PRTT 1s defined as 442 CFR. §483.352, which states: “[a]
Psychiatric Residential Treatment Facility means a faciliey other than a hospital, that provides
psychiatric services, as described in subpart D of part 441 of this chapter, to individuals under age 21,
in an inpatient setting.”

The reserved capacity slots are available for use by any person eligible for this walver program that
currently resides in a state MHIL, PRTF, or out of state facility placement, has lived there for at least
six months, and is choosing this watver program over institutional services to return to their family
home. The member must meet the CMH waiver eligibility criteria by being assessed and meet 2
hospital level of care. Payment slots will be available on a first come, first served basis. The member
accessing the reserved capacity payment slot shall use the slot for the remainder of the current CMH
waiver year, (July | - June 30). At the end of the waiver year, the payment reserved capacity slot will
become part of the overall payment slots approved for use within the CMI waiver. If a child retumns
to the state MEIL, PRTF, or facility placement for more than 60 days, or loses eligibility for the CMH
waiver during the current waiver year, the reserved capacity payment siot shall revert back to the
reserved capacity payment slots and shall be made available for another member choesing to access
the reserved capacity payment slot.

Describe how the amount of reserved capacity was determined:
‘Waiver reserve slots are approximately 1% of the total siots available within the waiver,

The capacity that the State reserves in each waiver year is specified in the following table:

Waiver Vear Capacity Reserved
Y ear | 10
Year 2 10
Year 3 10
[Year 4 10
Y ear 5
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Waiver Year Capacity Reserved

10

Appendix B: Participant Access and Eligibility
B-3: Number of Individuals Served (3 of 4)

d. Scheduled Phase-In or Phase-Out. Within a watver year, the State may make the number of participants who are
served subject to a phase-in or phase-out schedule {select one):

“® The waiver is not subjeet to 2 phase-in or a phase-out schedule.

‘." The waiver is subject to a phase-in or phase-cut schedule that is included in Attachment #1 to
Appendix B-3. This schedule constitutes an intra-vear limitation on the number of participants who
are served in the waiver.

e. Allocation of Waiver Capacity.

Select one:

“# Waiver capacity is allocated/managed ou a statewide basis.

. Waiver capacity is allocated to local/regional non-state entities.

Specify: (a) the entities to which waiver capacity is allocated; {b) the methodology that is used 1o allocate
capacity and how often the methodology is reevaluated; and, (c) policies for the realiocation of unused capacity
among local/regional non-state entities:

f. Selection of Entrants to the Waiver. Specify the policies that apply to the selection of individuals for entrance to the
walver:

Per Towa Adminisirative Code 441-83.123(1)e, If no watver slot is available, DHS enters applicants on the CMH
walver walting list according to the following: “(1) [tjhe names of applicants not currently eligible for Medicaid
shall be entered on the waiting list on the basis of the date a completed Form 470-2927 or 470-2627(5), Health
Services Application, is received by the depariment; (2) [t]he names of Medicald members shall be added to the
waiting list on the date as specified in paragraph 83.123(1)a [(t.e., by the end of the fifth working day after receipt of
a completed Health Services Application from a non-current Medicaid member; a completed Case Management
Comprehensive Assessment; or a written request); (3) {iJn the event that more than one application is recetved at one
time, the names of applicants shall be entered on the waiting list on the basis of the month of birth, January being
month one and the lowest number.” As such, applicants are added to the waiting list based on date of

application. This criterion is objective and does not give precedence to new applicants over current members or vice

VEI5a.

Appendix B: Participant Access and Eligibility
B-3: Number of Individuals Served - Attachment £1 (4 of 4)

Answers provided in Appendix B-3-d indicate that you do not need to complete this section.

Appendix B: Participant Access and Eligibility
B-4: Eligibility Groups Served in the Watver

1. State Classification. The State is a (select one):
‘€ §1634 State
.* SSI Criteria State
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L. 209(b) State

2. Milier Trust State.
Indicate whether the State s a Miller Trust State (select one):

" No
® Yeg
b. Medicaid Eligibility Groups Served in the Waiver. Individuals who receive services under this watver are eligible

under the following eligibility groups contained in the State plan. The Staie appliss all applicable federal financial
participation limits under the plan. Check all that appiy:

Eligibility Groups Served in the Waiver (excluding the special home and community-based waiver group under 42
CFR §435.217)

" Low income families with children as provided in §1931 of the Act

.g* SSI recipients
- Aged, blind or disabled in 209(b) states who are eligible under 42 CFR §435.121
W Optiopal State supplement recipients

" Optional categorically needy aged and/or disabled individuals who have income at:
Select one:

. 100% of the Federal poverty level (FPL)}
. % of FPL, which is lower than 100% of FPL.

Specify parcentage:?—
« Working individuals with disabiiities who buy into Medicaid (BBA working disabled group as provided in
§1902(a)(10) A)iD(XIID)) of the Act)
Working individuals with disabilities who buy into Medicaid (FWWILA Basic Coverage Group as
provided in §1902{a)(10) AKX V) of the Act)
" Working individuals with disabilities who buy into Medicaid (TWWIILA Medical Improvement Coverage
Group as provided in §1902{a)(10) A)ID{X V) of the Act)
" Disabled individuals age 18 or younger who would require ap institutional level of care (TEFRA 134
cligibility group as previded in §1902(e)}(3) of the Act)
" Medically needy in 209(b) States (42 CFR §435.330)
" Medically needy in 3634 States and SSI Criteria States {42 CFR §435.320, §435.322 and §435.324)

o Other specified groups (inciude only statutory/regulatory reference to reflecet the additional groups in the

State plan that may receive services under this waiver)

Spectfy:

Parents and other caretaker relatives specified at 42 CFR §433.110; pregnant women specified at 42 CFR
§435.116; and children specified at 42 CFR §435.118.

Special home and conununify-based waiver group under 42 CFR §435.217} Note: When the special home and
community-based waiver group under 42 CFR §435.217 is included, Appendix B-5 must be completed

No. The State does not furnish waiver services to individuals in the special home anéd community-based
waiver group under 42 CFR §435.217. Appendix B-5 is not submitted.

® Yes. The State furnishes waiver services to individuals in the special home and community-based waiver
group under 42 CFR §435.217.

Select one and complete Appendix B-5,

. All individuals in the special home and communifty-based waiver group under 42 CFR §435.217

‘€ Only the following groups of individuals in the special home and community-based waiver group
under 42 CFR §435.217
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Check each that applies:
+/ A special income level equal fo:
Select one:

#: 300% of the SSI Federal Benefit Rate (FER)
A percentage of FBR, which is lower than 300% (42 CFR §435.236)

Specify percentage: [ %

.. A doliar amount which is lower than 300%.

Specify dollar amount: ;

"7 Aged, blind and disabled individuals who meet requirements that are more resirictive than the
SSI program (42 CFR §435.121)

"t Medically needy without spenddown in States which also provide Medicaid to recipients of SSI
(42 CFR $435.320, $435.322 and §435.324)

I Medically needy without spend down in 209¢{b) States (42 CFR §435.330)

Aged and disabled individuals who bave income at:

Selecr one:

‘. 100% of FPL
L. % of FPL, which is iower than 100%.

1
i

Specify percentage amount:g ;
. Other specified groups (inciude only statutory/regulatory reference io reflect the additional
groups in the State plan that may receive services under this waiver)

Specify:

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (1 of 7}

In accordance with 42 CFR §441.303(e). Appendix B-5 must be completed when the State furnishes waiver services to
individuals in the special home and community-based waiver group under 42 CFR §435.217, as indicated in Appendix B-4.
Post-eligibility applies only to the 42 CFR §433.217 group.

a. Use of Spousal Impoverishment Rules. Indicate whether spousal impovertshment rules are used to determine
eligibility for the special home and community-based waiver group under 42 CFR §435.217:

Note: For the five-vear period beginming January I, 2014, the following instructions are mandatory. The following
box should be checked for all waivers that furnish waiver services fo the 42 CFR $435.217 group effective at any
point during this time period.

« Spousal impoverishment rules under §1924 of the Act are used to determine the eligibility of individuais
with a community spouse for the special home and community-based waiver group. In the case of 2
participant with a community spouse, the State uses spousal post-eligibility rules under §1924 of the Act.
Complete Items B-3-e (if the selection for B-4-a-i is SSI State or §1634) or B-3-f (if the selection for B-4-a-i is
209b Starej and Irem B-3-g unless the state indicates that it also uses spousal post-eligibility rules for the time
periods before January 1, 2014 or afier December 31, 2018.

lote: The following selections apply for the time periods before January I, 2014 or afier December 31, 2018 (select

oney,

https://wms-mmdl.cms.gov/WMS/faces/protected/3 5/print/PrintSelector.jsp 4/5/2018



Appendix B: Waiver Draft TA.013.02.00 - Jul 01, 2018 Page 9 of 25

s Spousal impoverishment rules under §1924 of the Act are used to deiermine the eligibility of individuals
with & community spouse for the special home and community-based waiver group.

In the case of a participant with a conumunity spouse, the State elects to (seleci one):

‘® {Jse spousal post-eligibility rules under §1924 of the Act.
(Complete Item B-3-b (SSI Staie} and Item B-3-d)

. Use regular post-eligibility rules under 42 CFR §435.726 (SSI State) or under §435.735 (209b State)
(Complete liem B-5-b (SSI Statej. Do not complete Item B-3-d)

. Spousal impoverishment rules under §1924 of the Act are not used to determine eligibility of individuals
with a2 community spouse for the spectal home and community-based waiver group. The State uses regular
post-eligibility rules for individuals with a community spouse.

(Complete Item B-5-b (851 State). Do not complete Item B-5-d}

Appendix B: Participant Access and Ehgibility
B-5: Post-Eligibility Treatment of [ncome 2 of 7)

Note: The following selections apply for the time periods before Jamary 1, 2014 or after December 31, 2018.
k. Regular Posi-Eligibility Treatment of Income: SSI State.

The State uses the post-eligibility rules at 42 CFR 435.726 for individuats who do not have a spouse or have a spouse
who 15 not a community spouse as specified in §1924 of the Act. Payment for home and community-based waiver
services is reduced by the amount remaining after deducting the following allowances and expenses from the waiver
participant's income:

i. Allowance for the needs of the waiver participant (se/ect one):

‘. The following standard included under the State plan

Select one:

. SSI standard

_ Optional State supplement standard

.. Medically needy income standard

' The special income level for institutionalized persons

(select one):

. 300% of the SSI Federal Benefit Rate (FBR)
A percentage of the FBR, which is less than 300%

Specify the percentage: 3.

A doliar amount which is less than 300%.
Specify deltar amount:é‘
A percentage of the Federal poverty level

i

Specify percentage:i ;
" Other standard included under the Staie Plan

Specify:
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_ The following dollar amount

Specify doliar amount:, If this amount changes, this item will be revised.

.. The following formula is used to determine the needs allowance:

Specify:

€ Other

Specify:

The following formula is used to determine the needs allowance: 300% of the SSI benefit and for
participants who have a medical assistance income trust (Miller Trust) an additional $10 (or higher if
court ordered) to pay for administrative costs.

DHS determines patient liability. For managed care enrollees with a patient liability, DHS will
commutticate to the MCO the amount of each member's ltability. Members will be responsible for
remitiing their patient liability to their waiver providers. The MCO reduces its payment for a member's
walver services up to the amount of the patient liability.

The capitation rates calculated for MCOs includes a long-term services and supports (LTSS) component
which 15 a blend of institutional services and home and commuiity based services (HCBS). When
capitation rates were developed, the LTSS component was calculated with considerafion given to patient
liability as a possible source of funds used to pay a portion of the services provided through the waiver.
For both the institutional and HCBS component of the rate, the average patient Liability was subtracted.
Therefore, the MCOs are paid net of the average patient liability.

it. Allowance for the spouse only {selecr one):

% Not Appiicabie
. T'be state provides ar allowance for a spouse who does not meet the definition of a community
spouse in §1924 of the Act. Deseribe the circumstances under which this alowance is provided:

Specify:

Specify the amount of the allowance (select one):

_* SSI standard

. Optional State sapplement standard
Iy Medically needy income standard

¢ The following deilar amount:

Specify dollar amount:fi If this amount changes, this item will be revised.

" The amount is determined using the foliowing formula:

Specify:

iii. Allowanee for the family (select one):

{_" Not Applicable (see instructions)
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‘® AFDC need standard
" Medically needy income standard
" The following dollar amount:

Specify dollar amount:gm § The amount specified cannot exceed the higher of the need standard

for a family of the same size used to determine eligibility under the State's approved AFDC plan or the
medicaliy needy income standard established under 42 CFR §435.811 for a family of the same size. If
this amount changes, this item will be revised.

... The amount is defermined nsing the foflowing formuia:

Specify:

.7 Other

Specify:

iv. Amounts for incurred medical or remedial care expenses not subject to payment by a third party,
specified in 42 §CFR 435.726:

a Heailth insurance premiums, deductibles and co-mmsurance charges

b. Necessary medical or remedial care expenses recognized under State law but not covered under the
State's Medicaid plan, subject to reasonable limits that the State may establish on the amounts of these
expenses.

Select one:

_* Not Applicable (see instructions)Note: If the State protects the maximum amount for the waiver
participant, not applicable must be selected.

© The State does pot establish reasonable limits.
I The State establishes the following reasonable limits

Specify:

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (3 of 7}

Note: The following selections apply for the time periods before January 1, 2014 or afier December 31, 2018,

¢. Regular Post-Eligibility Treatment of Income: 209(B)} State.

Answers provided in Appendix B-4 indicate that you do not need to complete this section and therefore this
section is not visible.

Appendix B: Participant Access and Eligibility
B-3: Post-Eligibility Treatment of Income (4 of 7)

Note: The following selections apply for the time periods before January 1, 2014 or after December 31, 2018,
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d. Post-Eligibility Treatment of Income Uéing Spousal Impoverishment Rules

The State uses the post-eligibility rules of §1924(d) of the Act (spousal impoverishment protection) to determine the
contribation of a participant with a community spouse toward the cost of home and comumunity-based care if it
determines the individual's eligibility under §1924 of the Act. There is deducted from the participant's monthly
income a personal needs aliowance (as specified below), a community spouse's aliowance and a family allowance as
specified in the State Medicaid Plan. The State must also protect amounts for incurred expenses for medical or
remedial care (as specified below).

i. Allowance for the personal needs of the waiver participant

(select one).

- SSI standard

. Optional State suppiement standard

_ Medically needy income standard

"’ The special income level for institutionalized persons

© A percentage of the Federal poverty level

Specify percentage:]

© The following doliar zmmount:

H
H

Specify dollar amount; If this amount changes, this item will be revised

_ The following formula is used to determine the needs allowance:

Specify formula:

© (bther

Specifi:

The following formula is used to deiermine the needs allowance: 300% of the S5 benefit and for
participants who have a medical assistance income trust (Miller Trust) an additional $10 (or higher if
court ordered) to pay for administrative costs.

DHS determines patient Liability. For managed care envoliees with & patient liability, DHS will
communicate to the MCO the amount of each member’s liability. Members will be responsible for
remitting their patiertt lability to their watver providers. The MCO reduces its pavment for a member's
waiver services up to the amount of the patient liability.

The capitation rates calculated for MCOs includes a long-term services and supports (LTSS) component
which is a blend of institutional services and home and community based services (HCBS). When
capitation rates were developed, the LTSS component was calculated with consideration given to patient
liability as a possible source of funds used to pay a portion of the services provided through the

waiver. For both the institutional and HCBS component of the rate, the average patient liability was
subtracted. Therefore, the MCOs are paid net of the average patient liability.

ii. Ef the allowance for the personal needs of a waiver participant with a community spouse is different
from the amount used for the individus!'s maintenance allowance under 42 CFR §435.726 or 42 CFR
§435.735, explain why this amount is reasenable to meet the individual's maintenance peeds in the
coOmmuERity.

Select one:

‘. Alowance is the same

_ Allowance is different.
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Explanation of difference:

iii. Amounts for incurred medical or remedial care expenses not subject to payment by a third party,
specified in 42 CFR §435.726:

a. Health insurance premiums, deductibles and co-insurance charges

b. Necessary medical or remedial care expenses recognized under State law but not covered under the
State's Medicaid plan, subject to reasonable limits that the State may establish on the amounis of these
expenses.

Select one:

"> Not Applicable (see instructions)Note: If the State protects the maxinmum amount for the waiver
participant, not applicable must be selected.

‘£ The State does not establish reasonable limits.
" The State uses the same reasonable limits as are used for regular (non-spousal) post-eligibility.

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (5of 7)

Nate: The following selections apply for the five-year period beginning January 1, 2014,

e. Regular Post-Eligibility Treatment of Income: §1634 State - 2014 through 2{18.

Answers provided in Appendix B-5-a indicate the selections in B-5-b aisc apply to B-5-e.

Appendix B: Participant Access and Ehgibility
B-5: Post-Eligibility Treatment of Income (6 of 7)

Note: The following selections apply for the five-year period beginning January 1, 2014,

f. Regular Post-Eligibility Treatment of Income: 209(B) State - 2014 through 2018.

Answers provided in Appendix B-4 indicate that you do not peed to complete this section and therefore this
section is mot visible.

Appendix B: Participant Access and Eligibility
B-%: Post-Eligibility Treatment of Income (7 of 7)

Note: The jollowing selections apply for the five-vear period beginning January 1, 2014,
g. Post-Eligibility Treatment of Income Using Spousal Impoverishment Rules - 2014 through 2018,

The State uses the post-eligibility rules of §1924(d) of the Act (spousal impoverishment protection) io determine the
contribution of a participant with a community spouse toward the cost of home and community-based care. There is
deducted from the participant’s monthly income a personal nesds allowance (as specified below), a community
spouse's allowance and a family allowance as specified in the State Medicaid Pian. The State must also protect
amounts for incurred expenses for medical or remedial care (as specified below).

Answers provided in Appendix B-5-a indicate the selections in B-5-d also appiy to B-5-g,
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Appendix B: Participant Access and Eligibility

B-4: Evaluation/Reevaluation of Level of Care

As specified in 42 CFR §441.302(¢), the State provides for an evaluation (and periodic reevaluations} of the need for the
level(s) of care specified for this waiver, when there is a reasonable indication that an individual may need such services in
the near future (one month or less), but jor the availability of home and community-based waiver services.

a. Reasonable Indication of Need for Services. In order for an individual to be detenmined to need waiver services, an
individual must require: (a) the provision of at least one waiver service, as documenied in the service plan, and (b) the
provision of waiver services at least monthly or, if the need for services is less than monthly, the participant requires
regutar monthly monitoring which must be documented in the service plan. Specify the State's policies concerning the
reasonable indication of the need for services:

1. Minimum number of services.

The minimum number of waiver services {one or more) that an individual must require in order to be
determined to need waiver services is: |
ii. Frequency of services, The State requires (select one):
. The provision of waiver services at least monthly

# Monthly monitoring of the individual when services are furnished on a less than monthly basis

I the State also requires a minimum frequency for the provision of waiver services other thawn monthly
(e.g., quarterly), specify the frequency:

HCRBS waiver services must be accessed at least once everv calendar quarter by the member. The unit
of service must be one of the four services available through the waiver (L.e., respite, family and
community supports, in-home family therapy, or environmental modifications and adaptive devices).
b. Responsibility for Performing Evaluations and Reevaluations. Level of care evaluations and reevaluations are
performed (select one);

... Directly by the Medicaid agency
. By the operating agency specified in Appendix A
.- By an entity under contract with the Medijcaid agency.

Specify the entity.

£ Other
Specify:

The IME MSU is responsible for determining the initial level of care evaluation for waiver enrollment with the
input of the case manager, health home coordinator, community-based case manager, medical professional, and
other appropriate professionals. For fee-for-service members, the reevaluation is also conducted by the IME
MSU. MCOs are responsible for reevaluations of their members. The IME MSU reviews and approves all
reevaluations that indicate a change in the member’s level of care. MCOs are responsible for developing and
implementing policies and procedures for ongoing identification of members who may be eligible for waiver
services. Upon identification the MCO completes the initial level of care assessment with the IME MSU
maintaining final review and approval authority.
¢, Qualifications of Individuals Performing Initial Evaluation: Per 42 CFR §441.303(c)(1), specify the
educational/professional qualifications of individuals who perform the initial evaluation of level of care for waiver
applicants:

Medical professionals (i.e., licensed physician, physician assistant or advanced registered nurse practitioner) perform
the initial evaluation/complete the assessment twool. The IME requires that professionals completing the level of care
determination are licensed RNs, If the RN is unable to approve level of care, then the Physician Assistant or MD
make the final level of care determination,
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d. E.evel of Care Criteria. Fully specify the level of care criteria that are used to evaluate and reevaluaie whether an
individual needs services through the waiver and that serve as the basis of the State's level of care mstrument/iool.
Specify the ievel of care instrument/tool that is empioyed. State laws, regulations, and policies concerning level of
care criteria and the level of care mstrument/tool are avaiiable to CMS upon request through the Medicaid agency or
the operating agency (if applicable), including the instrument/tool utilized.

IME Medical Services uses the interRAl Comtnunity Mental Health(CMH), or other department approved
comprehensive functional assessment tool, to determine level of care. The interRAI CME has been designed to be a
user-friendly, reliabie, person-centered assessment systemn that informs and guides comprehensive care and service
planning in community-based settings around the world. 1t focuses on the person’s functioning and quality of tife by
assessing needs, strengths, and preferences, and facilitates referrals when appropriate. The domain areas covered in
the interRAT CMH include:

-Identification Information

-Intake and Initial History

-Mental State indicators

-Substance Use or Excessive Behavior

-Harm to Self and Others

-Bebavior

-Cognition

-Functional Status

-Communication and Vision

-Health Conditions

-Stress and Trauma

-Medications

-Service Utilization and Treatiments

-Nutritional Status

-Social Relations

-Employment, Education and Finances

-Environmental Assessment

-Diagnostic Information

-Discharge

-Community Mental Health supplements

The interRAT Mental Health Supplement to the Community Health Assessment (CHA-MH) includes an expanded
item set on mental health-related diagnoses, symptoms, reatments, and life experiences. The items in this
supplement describe the performance and capacity of the person in a variety of domains, with the majority of items
serving as specific triggers for care planning. The goal is to use this information to identify individual needs and
appropriate interventions.

When used over time, it provides the basis for an outcome-basec assessment of the person’s response to care or
services. The interRAT CMH can be used to assess persons with chronic needs for care as well as those with post-
acute care needs (for example, after hospitalization)

In conjunction with the following criteria to specify a level of care:

1. Must have a menta! disorder as supported by the current DSM diagnostic criteria. A diagnosts of developmental
disabilities or substance abuse alone is not sufficient for involvement in the CMH waiver program. A member may
have a co-occurring disability with the diagnosable mental disorder, but the level of stability and the degree of
impairment {2 and 3 below} must be attributable to the mental disorder and not the co-occurring disability.

2. The member must demonstrate a risk to self and/or others but can be managed with the services available through
the CME] waiver; demonstrate the ability to engage in activities of datly living but lacks adequate medical/behavioral
stability and/or social and familial support to maintain or develop age-appropriate cognitive, social and emotional
processes; and be medically stable but may require occasional medical observation and care.

3. The member has impairment o judgment, impulse control and/or cognitive/perceptual abilities arising from 2
mental disorder that indicates the need for close monitoring, supervision and intense intervention to stabilize or

reverse dysfunction; and

a. The member demonstrates significantly impaired interpersonal functioning arising from a disorder that requires
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active intervention to resume an adequate level of functioning; or

b. The member demonstrates significantly impaired educational and/or prevocational/vocational functioning arising
from a mental disorder that requires active intervention to resume an adequate level of fimctioning.

Levej of care for the CMH waiver is specified in 441 IAC 83.122(249A), which provides that “t]ne applicant must
be certified as being in need of a level of care that, but for the watver, wouid be provided in a psychiatric hospital
serving children under the age of 21. The IME medical services unit shall certify the applicant’s level of care
annually based on the interR Al standardized assessment tool or other designated standardized assessment tool.

e. Level of Care Instrument(s). Per 42 CFR §441.303(c)(2}, indicate whether the instrument/tool used to evaluate level
of care for the watver differs from the instrument/tool used to evaiuaie institutional level of care (select one):

..~ The same instrument is used in determining the level of care for the waiver and for institutional care
under the State Plan.

® A different instrument is used to determine the level of care for the waiver than for institutional care
under the State pian.

Describe how and why this instrument differs from the form used to evaluate instirutional level of care and
explain how the outcome of the determinatior is reliabie, valid, and fully comparable.

The department is using the following assessment tools for evaluate an mdividual's need for services; for
children ages 0 - 3, CM Comprehensive Assessment (or modified PIHH), for ages 4 - 20, interRAI - Child and
Youth Mental Health( Ch'YMH),and for ages 12 - 18, interRAI - Adolescent Supplement (in addition to
ChYMH). The interRAI Menta! Health Supplement to the Community Health Assessment (CHA-MH)
includes an expanded item set on mental health-related diagnoses, symptoms, freatments, and life experiences.
The items in this supplement describe the performance and capacity of the person in a variety of domains, with
the majority of items serving as specific triggers for care planning. The goal is to use this information to
identify individual needs and appropriate interventions.

The domain areas covered in the interRAT CMH include:
Ideniification Information

Intake and Initial History

Mental State Indicators

Substance Use or Excessive Behavior
Harm to Self and Cthers

Behavior

Cognition

Functional Status

Communication and Vision

Health Conditions

Stress and Trawma

Medications

Service Utilization and Treatments
Nuiritional Status

Social Relations

Employment, Education and Finances
Environmental Assessment
Diagnostic Information

Discharge

Community Mental Health supplements

IME Medical Services may request additional information from the case manager, health home coordinator, or
community-based case manager to clarify or supplement the information submitted with the assessment. The
results of the assessment are used to develop the plan of care. Because the same criteria are used for both
institutional care and waiver services, the outcome is reliable, valid. and fully comparable.
f. Process for Level of Care Evaluation/Reevaluation: Per 42 CFR §441.303(¢)(1), describe the process for
evaluating waiver applicants for their need for the level of care under the waiver. If the reevaluation process differs
from the evaluation process, describe the differences:
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It is the responsibility of the case manager, health home coordinator, or community-based case manager to assure the
assessment ts initiated as required to complete the initial level of care determination. For FF'S members, the initial
assessment is completed by the Core Standardized Assessment(CSA) contractor Telligen and sent to the case
manager, or care coordinator, who uploads the assessment to the IME M3U. For MCO members, the MCO 15
responsible to ensure the CSA is completed, and thern upioaded the assessment to the IME MCU. The IME MSU is
responsible for determining the level of care based on the completed assessment tool and supperting decumentation
from medical professionals,

The Continued Stay Review (CSR) 1s completed annually and whern the a case manager or health home coordinator
becomes aware that the member’s functional or medical status has changed in a way that may affect level of care
eligibility. The CSR process uses the same assessment tool as is used with the initial level of care determination. It
is the responsibility of the case manager or health home coordinator to assure the assessment 15 initiated as required
to complete the CSR. For fee-for-service members, the ISIS system sends out 2 milestone 60 days prior to the CSR
date to remind case managers and health home coordinators of the upcoming anmal LOC process. The FFS CSA
confracior compietes these assessment, and the IME MSU conduct LOC redeterminations.

MCOs are responsible for conducting level of care reevaluations for members, using DHS designated tools, at least
annually, and when the MCO becoimes aware that the member’s functional or medical status has changed in a way
that may affect ievel of care eligibility. Additionally, any member or provider can request a reevaluation at ary time.
Once the reevaluation is complete, the MCO submits the level of care or fimctional eligibility information to the
IME MSU. The State retains authority for determining Medicaid categorical, financial, level of care or needs-based
eligibility and enrolling members into & Medicaid eligibility category. MCOs track and report level of care and
needs-based eligibility reevaluation data, including, but not limited to, reevaluation completion date. MCOs are
required to notify DHS of any change in level of care and DHS retains {inal level of care determination

authority. As the State is a neutral third party with final approval authority, there is no conflict of imierest.

MC(s are contractually required to develop and maintain their own electronic community-based case management
systems that include functionality to ensure compliance with the State’s 1915(c) HCBS waiver and faw. This
includes, but is not hmited to, the ability to capture and track: (i) key dates and timeframes such as enroliment date,
date of development of the care plan, date of care plan authorization, date of initial service delivery, date of ievel of
care and needs reassessments and daies of care plan updates and the functionality to notify the community-based
case manager or care coordinator of care plan, assessment anc reassessent deadlines; (1i) the care plan; (iii) all
referrals; {iv) level of care assessment and reassessments; (v) needs assessments and reassessments; (vi) service
delivery against authorized services and providers; (vii) actions taken by the community-based case manager or care
coordinator to address service gaps; and (vitl) case notes.

MCOs are required to employ the same professionals. Further, MCOs are contractually required to ensure on an
ongoing basis that all staff has the appropriate credentials, education, experience and orientation to fulfili the
requirements of their position. As applicable based on the scope of services provided under a subcontract, MCOs
must ensure all subcontractor staff is trained as well. Staff training shall include. but is not limited to: (i} contract
requirements and State and Federal requirements specific to job functions; (if) training on the MCOs policies and
procedures on advance directives; (iii) initial and ongoing training on identifying and handling quality of care
concerns; (1v) cultural sensitivity training; {v) training on frand and abuse and the False Claims Act; (vi) HIPAA
training; (vii) clinical protocel training for all clinical staff; (viii) ongoing training, at least quarterly, regarding
interpretation and application of utilization management guidelines for all utilization management staff; (ix)
assessment processes, person-centered planning and population specific training relevant to the enrolled populations
for all care managers; and (x) fraining and education to understand abuse, neglect, exploitation and prevention
including the detection, mandatory reporting, investigation and remediation procedures and requirements. Policies
and Procedures Manuals must also be provided to the MCO’s entire staff and be incorporated into all training
programs for staff responsible for providing services. Fimalty, MCOs must maintain documentation to confum staff
traimng, curriculum, schedules and attendance. DHS reserves the right fo review iraining documentation and require
the MCO o implement additional staff training.

g. Reevaluation Schedule. Per 42 CFR §441.303(c)(4), reevaluations of the level of care required by a participant are
conducted no less frequently than annually according to the following schedule (select one):

" Every three months
.. Every six months
& Every twelve months
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" Other schedule
Specify the other schedule:

h. Qualifications of individuals Who Perform Reevaluations. Specify the qualifications of individuals who perform
reevaluations (select one):
€ The qualificaiions of individuals who perform reevalnations are the same as individuals who perform
initial evaiuations.

. The qualifications are different,
Specify the gualifications:

i. Procedures to Ensaure Timely Reevaluations. Per 42 CFR §441.505(c)(4), spemf\ the procedures that the State
employs to ensure timely reevaluations of level of care (specify):

Reevajuations of fee-for-service members are tracked in the DHS Individualized Services Information System
{ISIS). A reminder is sent out to the ¢ase manager or health home coordinator for the evaluation 60 days before the
reevaluation is due. A CSR report is available through ISIS to track if reevaluations are overdue and s monitored by
Medical Services. the Bureau of Long Term Care (BLTC), and IME. MCOs are responsible for recording tunely
compietion of level of care resvaluations of members. Ope hundred percent (100%) of member level of care
reevaluations must be completed within twelve (12) months of the previous evaluation. The LOC contractor reporis
monthly, quarterly and annually on the timeliness of the initial and annual reevaluations completed. DHS reserves
the right to audit MCC application of level of care criteria to ensure accuracy and appropriateness.

Should MCQ reevaluations not be completed in a timely manner, DHS may require corrective action(s) and
implement intermediate sanctions in accordance with 42 CFR 438, Subpart L. The nature of the corrective action(s)
will depend upon the nature, severity and duration of the deficiency and repeated natare of the non-compliance. The
noncompliznce corrective actions may be instituted in any sequence and include, but are not limited to, a written
warning, formal corrective action plan, withholding of ful? or partial capitation payments, suspending auto-
assignment, reassigning an MCO’s membership and responsibilities, appointing temporary management of the
MCO’s plan, and contract termination. In the event of non-compliance with reevaluation timeiines, the MCO must:
(1) mmediately remediate all individual findings identified through its monitoring process; (i) track and trend such
findings and remedtation to identify systemic issues of marginal performance and/or non-compliance; {iii)
implement straiegies to improve community-based case management processes and resolve areas of non-compliance
or member dissatisfaction; and (iv) measure the success of such strategies in addressing identified issues.

MCQs are coniractually required to develop and maintain their own electronic community-based case management
systems that include functionality to ensure compliance with the State’s 1915(c) HCBS waiver and taw. This
inciudes, but is not limited 1o, the ability to capture and irack: (1) key dates and timeframes such as enrollment date,
date of development of the care plan, date of care plan authorization, date of initial service delivery, date of level of
care and needs reassessments and dates of care plan updates and the functionality te potify the community-based
case manager or care coordinator of care plan, assessment and reassessment deadlimes; (ii) the care plan; (iii) al!
referrals; (iv) leve! of care assessment and reassessments; (v) needs assessments and reassessments; (vi) service
delivery against authorized services and providers; (vii) actions taken by the community-based case manager or care
coordinator to address service gaps; and (viil) case notes.

j. Maintenance of Evaluation/Reevaluation Records. Per 42 CFR §441.303(c)(3), the State assures that written
and/or electronically reirievabie documentation of ali evaluations and reevaluations are maintained for a minimum
period of 3 years as required in 45 CFR §92.42. Specify the location(s) where records of evaluations and
reevaiuations of level of care are maintained:

All evaluation and reevaluation level of care documenis are faxed to the IME MSU regardiess of delivery system
{i.e., FFS members and MCC members) and placed in “OnBase.” OnBase is the systemn that stores documents
electronically and establiishes workflow. In addition, the waiver member’s case manager, bealth home coordinator,
or community-based case manager is responsibie for service coordination for each member. These providers
maintain a working case file for each member and must maintain the records for a period of five years from the date
of service. The case file includes all assessments, both initial and ongoing, completed during the time the member
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was receiving waiver services. MCOs also maintain electronic case management sysiems that are used to capture and
track all evaluations and reevaluations.

Appendix B: Evaluation/Reevaluation of Level of Care
Quality Improvement: Level of Care

As a distincl component of the Siate’s quality improvement strategy, provide information in the following fields to deiail the
State s methods for discovery and remediation.

a. Methods for Discovery: Level of Care Assurance/Sub-assurances

The state demonstrates that if implements the processes and instrumeni(s) specified in its approved waiver for

evaluating/reevaluating an applicant's/waiver participant's level of care consistent with level of care provided in a
hospital, NF or ICF/HD.

i. Sub-Assurances:

a. Sub-assurance: An evaluation for LOC is provided (o all applicants for whem there is reasonable
indication that services may be needed in the future.

Performance Measures

For each performance measure the State will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominator,

For each performance measure. provide information on the aggresated data thar will enable the State
to analvze and assess progress toward the performance measwre_In this section provide information
on the method by which each source of daia is analvzed statistically/deductively or inductively, how
themes are identified or conclusions drawn._and how recommendations are formulaied where
appropridie.

Performance Measure:
LC-al: IME will measure the number and percent of approved LOC decisions.
Numeraior: # of completed L.OC; Denominator: # of referrals for LOC,

Drata Source (Select ong):

Other

1f'Other’ 1s selected, specify:

FFS and MCQ members will be pulied from ESIS for this measure. IME MSU
completes all initial level of care determirations for both FFS and MCO

opulations.
Responsible Party for | Frequency of data Sampling Approach
data collection/generation {check each that applies):
collection/generation (check each that applies).
{check each that applies):
© State Medicaid T Weekly 7 H0% Review
Agency
. Operating Agency | 4 Monthly ™ Less than 100%
Review
.+ Sub-State Entity ™ Quarterly i Representative
Sample
Confidence
Interval= .|~
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& Other . Annually T Stratified
Specify: Describe
contracted entity Group: |
| Continnously and | . Other
Ongoing Spectfy: ...
i Other
Specify:

Data Apgregation and Analysis:

Responsibie Party for data Freqguency of data aggregation and
aggregation and analysis (check each | analysisicheck each that applies):
thai applies):

o State Medicaid Agency T Weekly

"™ Operating Agency 7 Monthly

. Sub-State Entity v CQuarterly

— Other . ™ Annually

Specify:

. Continvouslty and Ongoing

T Other
Specify:

e

b. Sub-assurance: The levels of care of enrolled participants are reevaluated af least annually or as
specified in the approved waiver.

Performance Measures

For each performance measure the State will use to assess compliance with the statutory assurance (or
sub-assurance), complefe the following. Where possible, include numerator/denominaior.

For each performance measure, provide information on the aggresated daia that will enable the State
to analvze and assess progress toward the performance measure. In this section provide information
on the method by which each source of data is analvzed statistically/deductively or inductively. how
themes are identified or conclusions drawn. and how recommendations are formulated where

appropriaie.
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¢. Sub-assurance: The processes and instruments described in the approved waiver are applied
appropriately and according {0 the approved description {0 determine puriicipant level of care,

Performance Measures

For each performance measure the State will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure. provide information on the aggregated data that will enable the Staie
to analyze and assess progress toward the performance measure. In this section provide information
on the method by which each source of data is analvzed statisticallv/deductively or inductively, how
themes are identified or conclusions drawn. and how recommendations are formulated where

Performance Measure:

LC-cl: The IME shail determine the number and percent of initial leve} of care
decisions that were accurately determined by applying the approved LOC
ertterion using standard operating procedures. Numerator: # of of LOC decisions

that were accurately determined by applving the correct criteria as defined in the
waiver; Denomipator: # of reviewed LOC determinations.

Drata Source (Select one):
Other

If *Other' is selected, specify:
IME MQUIDS and OnBase

Resporsible Party for | Frequency of data Sampling Approach
data collection/generation (check each that applies):
collection/generation fcheck each that applies).
{check each that applies): |
I State Medicaid ' [ Weekly . 108% Review
Agency
. Operating Agency | 7 Monthly ¢ Less than 100%
Review
;" Sub-State Entity " Quarterly +# Representative
Sample
Counfidence
Interval =
5%
W Other - Annualiy " Stratified
Specify: Describe
Contracted Entity :

A COntiﬂ“Ously and Other

oneeins Speeify: |
... Ofther

Specify:
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Data Aggregation and Analysis:

Responsibie Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):

= State Medicaid Agency T Weekly

—_ Operating Agency ! Monthly

" Sub-State Entity < Quarterly

. Other . Amnually

Specify:

7 Continuously and Ongoing

™ Other
Specify:

il. If applicable, in the textbox below provide any necessary additional information or the strategies employed by
the State to discover/identify problems/issues within the waiver program, including frequency and parties
responsible.

Data for completed LOC is collected quarterly through reports generated through ISIS, MQUIDS, and -
OnRase. This data is monitored for trends from an individual and systems perspective to determine in
procedural standards.

Monthly a random sample of LOC decisions is selected from each reviewer. 1QC activity is completed on
the random sample. This level of scrutiny aids in early detection of variance from the stated LOC criteria.

b. Methods for Remediation/Fixing Individual Problems

i. Describe the State’s method for addressing individual problems as thev are discovered. Include information
regarding responsible parties and GENERAL methods for problem correction. In addition, provide
information on the methods used by the State to document these items.
The state's Medical Services Unit performs internal quality reviews of initial and anmual level of care
determmations fo ensure that the proper criteria are applied. In instances when if is discovered that this has
not occurred, the unit undertakes additional training for staff.

ii. Remediation Data Aggregation
Remediation-related Data Aggregation and Analysis (including trend identification)

Frequency of data aggregaiion and analysis

Responrsible Party(check each that applies): (check each that applies)-

w¢ State Medicaid Agency [ Weekly

" Operating Agency — Monthly

7" Sub-State Entity & Quarterly

" Other T Annualky
Specify:

Continnously and OGngoing

.. Other
Specify:
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Freguency of data aggregatich and analysis

Responsiblie Party/check each that applies): (check each that applies)-

c. Timelines
When the Staie doss not have all elements of the Quality Improvement Strategy in place, provide timelines to design
methods for discovery and remediation related to the assurance of Level of Care that are currently non-operational.

# No
" Yes

Flease provide a detailed strategy for assuring Level of Care, the specific timeline for implementing identified
strategies, and the parties responsible for its operation.

Appendix B: Participant Access and Eligibility
B-7: Freedom of Choice

Freedmm of Choice. As provided in 42 CFR §441.302(d), when arn individual is determined 1o be likely to require o level of
care for this waiver, the individual or his or her legal representative is:

i informed of any feasible alternatives under the waiver;! and
il. given the choice of either institutional or home and community-based services.

a. Procedures. Specify the State's procedures for informing eligible individuals (or their legal representatives) of the
feasible alternatives available under the waiver and zllowing these individuals to choose either instifutional or waiver
services. Identify the form(s) that are empioved to document freedom of choice. The form or forms are available to
CMS upon request through the Medicaid agency or the operating agency (if applicable).

FFS

DHS is dedicated to serving individuals in the communities of their choice within the resources available and to
implementing the United States Supreme Court’s mandate in Olmsted v. L.C. As such, services are provided in a
manner that facilitates maximum community placement and participation for members that require £ TSS.

In accordance with 42 CFR 441.307 and the lowa Administrative Code 441-90.5(1)b and 441-83, service plans must
reflect the services and supports that are important for the member to meet the needs identified through the needs
assessment, as well as what is important to the member with regard to preferences for the delivery of such services
and supports. The service plan, developed through a “person-centered” planning process, must reflect the member’s
needs and preferences and how those needs will be met by a combination of covered services and available
community supports.

The person-centered process is holistic in addressing the full array of medical and non-medical services and supports
to ensure the maximum degree of mtegration and the best possible health outcomes and member

satisfaction. Moreover, members are given the necessary information and support to ensure their direction of the
process to the maximum extent possible, and to empower them to make informed choices and decisions regarding
the services and supports received.

During enrollment of fee-for-service members, ISIS requires that case managers and health home coordinators attest
o having offered a choice between IHICBS or institutional services. Choice is verified by : (1) marking the watver
box on the application; (2) sending a written request asking for waiver services; or (3) verbally confirming the
member's choice with the income maimfenance worker and the case manger or health home coordinator documents
the conversation.

Further, there are waiver informational brochures available to share with members and their

parents/guardians. Brocinres are available at each of the DHS county offices. Information is also available on the
IME and MCO websites. The brochures include information on eligibility, service descriptions, and the application
process. Once a member begins the enrollment process and has a case manager, health home coordinator, or
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commimity-based case manager assigned, a more detailed review of services and providers that are available in the
area occurs as part of the planning process for developing a member’s plan of care.

MCO
MCQ community case managers are reqguired ensure that members are offered choice according to their respective
MCO processes and forms, which are reviewed and approved by DHS.

As part of the 2017 EQR process, a focused study was conducied regarding Person Centered Care Planning
processes of the MCOs. The EQR vendor will documentation of person centered care planning {including freedoimn
of choice) for a sample of MCO members to verify that MCOs are maintaining records of such processes. The
results of this study will be provided to the IME in Spring 2018. MCO account managers will then work with the
MCOs to ensure that choice 1s documented as part of the overall process.

In addition, the IME Medical Services Unit (MSUyreviews the person centered service plan to determine if provider
choice (including CCO) 15 offered.

The HCES Unit,during the IPES member ielephone surveys, asks members if they are offered choice of
providers. The HCBS regional specialists (part of the HCBS QA Unit) as part of the [DT/CBCM Ride Along
activity, identifies if provider choice is offered during the IDT meetings.

b. Maintenance of Forms. Per 45 CFR §92.42, written copies or electronically retrievable facsimiles of Freedom of
Choice forms are maintained for a mintmum of three vears. Specify the locations where copies of these forms are
maintained.

FFS

Freedom of Choice forms for fee-for-service members is documented in member service plans and in 15IS. MCOs
are responsible for maintaining records that fulty disclose the extent of services provided to members for a minimum
of seven vears, and must furnish such information to duly authorized and identified agents or representatives of the
state and federal governments.

MCO

The 2017 External Quality Review (EQR) process included a focused study on the MCOs Person Centered Care
Planning processes. The EQR vendor requests documentation of person centered care planning (including freedom
of choice)for a sample of MCO members to verify that MCOs are maintaining records of such processes. The results
of this study will be provided to the IME in: Spring 2018. MCO account managers will then work with the MCOs to
ensure that choice is documenied as part of the overall process.

Appendix B: Participant Access and Ehgibility
B-8: Access o Services by Limited English Proficiency Persons

Access to Services by Limited English Proficient Persons. Specify the methods that the State uses to provide meaningful
access to the waiver by Limited English Proficient persons in accordance with the Departinent of Health and Human Services
"Guidance io Federal Financial Assistance Recipients Regarding Title VI Prohibition Against National Origin Discrimination
Affecting Limited English Proficient Persons” (68 FR 47311 - August §, 2003):

lowa DHS adopts the potlicy as set forth in Title VI of the Civil Rights Act prohibiting national origin discrimination as it
affects people with limited English proficiency. DHS shall provide for communication with people with Iimited English
proficiency, including current and prospective patients or clients, family members and members to ensure them an equal
opportunity to benefit from services. DHS has developed policies and procedures to ensure meaningful access for people
with Hmited English proficiency. This includes procedures to:

- Identify the points of contact where language assistance is needed.

- Identify trapskation and interpretation resources, including their location and their vailability.

- Arrange to have these resources available in timely manner.

- Determine the writien materials and vital documents to be translated, based on the populations  with limited English
proficiency and ensure their transition.

- Determine effective means for notifying people with limited English proficiency of available translation services available
at no c¢ost.

- Train department staff on limited English proficiency requirements and ensure their ability to carry them out.

- Monitor the appiication of these policies on at least an annual basis to ensure ongoing meaningful access to services.
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All applications and informational handouts are printed in Spanish. In addition, the contract with IME Member Services
requires that a bilingual staff person be available to answer all telephone calls, emails and written inquires. They also work
with interpreters if another spoken language is needed. All local DHS oifices have access io a translator if a bilingual staff
person is not available. DHS includes this policy as part of their Poiicy on Nondiscrimmation that can be found wmn the DHS
Title I General Departmenial Procedures in the Department Eroployee Manual.

Locally, each county DHS office utilizes the resources that are avajlable to them. For example, in larger metropolitan areas,
local offices have staff that is fluent in Spanish, Bosnian, and Southeastern Asian languages. Some offices utilize translators
from DHS Refugee Services. Other areas of the state have high Russian populations and access the translators in the area.
All county offices have access to the Language Line service where they may piace a telephone call and request a translator
when one is not available at the local office. Medicaid members may call the IME Member Services unit with any questions
relating to Medicaid, including waiver services. Member Services has translation capabilities similar to the local DHS
offices and uses the Language Line to address any language when Member Services does not have an interpreter on staff.

MCOs must conform to DHS policies regarding meaningful access to the waiver by limited English proficient persons, and
to deliver culturally competent services in accordance with 42 CFR 438.206.

- MCOs must provide language services at no cost to limited English proficiency members, and all writien materials shall be
provided in English and Spanish, as well as any additional prevalent languages identified by the State or through an analysis
of member erroliment (i.e., anv language spoken by at least five percent (3%) of the general population in the MCQO’s
service

area).

- MCQOs must provide oral interpretation services free of charge to each member (this applies to ali non-English languages,
and is not limited to prevalent languages). and MCOs must notify all members that oral interpretation and translated written
information is available and bow to access those services. Written materials must include tagiines in prevalent languages
regarding how 1o access materials in alternative languages.

- MCOs must ensure that service plans reflect cultural considerations of the member and that service plan development is
conducted by providing information in plain language and in a manner that is accessible to individuals with disabilities and
persons who are limited English proficient, consistent with 42 CFR 435.905(b).

- MCOs must operate member services helplines that are available to all callers, and an antomated telephone menu options
must be made available in English and Spantsh.

- MCOs must maintain member websites and mobile applications available in English and Spanish that are accessible and
funciional via cell phone.

Al MCO developed member communications, including substantive changes to previously approved communications, nist
be approved by DHS prior fo use/distribution.
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Appendix C: Participant Services
C-1: Summary of Services Covered (1 of 2}

a. Waiver Services Summary. List the services that are furnished under the waiver in the following table. If case
management is not a service under the waiver, complete items C-1-b and C-1-c:

Service Type Service
Statutory Service Family and Community Support service
Statutory Service Respiie
Other Service Envirommental modifications and adaptive devices,
Other Service In-home family therapy

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available 1o CMS upon request
through the Medicaid agency or the operating agency (if applicabls).

Service Type: .

: Statutory Service v

Service: -

‘Habilitgtion W

Alternate Service Tifle (if anyy:

Family and Community Support service

HCBS Taxonomy:
Category 1 Sub-Category 1:
10 Other Mental Health and Beha__\(“i_d:r?.i._Séﬁ;i‘.éés f %9040 bahavior support e
Category 2: Sub-Category 2:
W,
Category 3: Sub-Category 3:
Category 4: Sub-Category 4:
h

Complete this par"'f;for a renewal application or a new waiver that replaces an existing watver. Select one :
_ Service is included in approved waiver. There is no change in service specifications.
‘® Service is inciuded in approved waiver. The service specifications have been modified.
- Service is not included in the approved waiver.
Service Definition (Scape):
Services provided through Family and Community (F&C)Supports Service build upon the therapies provided by

mental health professionals, including In Home Family Therapy under this waiver. F&C services are done in the
home with the family or in the community with the child; practicing and implementing those coping strategies
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identified by mental health therapists. Whereas In Home Family Therapy 1s a skilled therapeutic service, F&C is
the practical application of the skills and interventions that will allow the family and child to function more
appropriately. An example of F&C: the provider teaches the chiid appropriate social behavior by taking the child
to a fast food restaurant. The child practices not acting out, eating with manners, and thanking the food service
workers. Another example: The mental health professional has indicated that the child should experiment with a
variety of physical activities that could be used to de-escalate anxiety. The F&C provider takes the child running,
walking, or a driving range to find a good activity for the child; and then works with the child to initiate the
activity when anxiety s triggered.

Family and community support services shall support the member and the member’s family by the development
and implementation of strategies and interventions that will result in the reduction of stress and depression and
will increase the member’s and the family’s social and emotional strength. The emphasis in service shall focus on
the member and the development of needed skills and improving behaviors that are impacting the family
dynarmics. Services may be provided in the family home or in the community.

Family and community support services shall be provided under the recommendation and direction of a mental
health professional who is part of the member’s interdisciplinary team pursuant to 441-—=83.127(249A). Family
and community support services shall incorporate recommended support interventions and activities, which may
include the following:: o ' .

(1) Developing and maintaining a crisis support network for the member and for the member’s family.

{2) Modeling and coaching effective coping strategies for the member’s family members.

(3) Building resilience to the stigma of serious emotional disturbance for the member and the family.

{4) Reducing the stigma of serions emotional disturbance by the development of relationships with

peers and community members.

(5) Modeling and coaching the strategies and interventions 1dentified in the member’s crisis

intervention plan as defined in 441—24.1(225C) for life situations with the member’s family and in

the community.

(6) Developing medication management skills.

(7) Developing personal hygiene and grooming skills that contribute to the member’s positive self~image.

(8) Developing positive socialization and citizenship skills.

Therapeutic resources may include books, training materials, and visual or audio media. The therapeutic resources
shall be identified as a need of the member in the member’s authorized service plan and shall be used as part

of the implementation and delivery of the family and community support service.

(1) The interdisciplinary team must identify the transportation or therapeutic resource as a support need.

(2) The annual amount available for transportation and therapeutic resources must be listed in the member’s
service plan.

(3) The member’s parent or legal guardian shatl submit a signed statement that the transportation or therapeutic
resource cannot be provided by the member or the member’s family or legal guardian.

(4) The member’s [HH Care Coordimator shall maintain a signed statement that potential community resources are
unavailable and shall list the community resources contacted to fund the transportation or therapeutic resource.

(5) The transportation or therapeutic resource st not be otherwise eligible for Medicaid reimbursement.

The following components are specifically excluded from family and community support
services:

(1) Vocational services.

(2) Prevocational services.

(3) Supported employment services.

(4) Room and board.

(5) Academic services.

(6) General supervision and consurmer care.

Specify applicable (if any) limits on the amount, frequency, or duration of this service:
A vnit of gervice will be 15 minuies,

Family and community support services may include an amount not to exceed $1500 per member per year for
transportation within the community and the purchase of therapeutic resources. An amount of funds, up

io $1,500.00 annually, may be approved for use for fransportation or identified therapeutic resources for the
member. Transportation shall only be provided for the implementation of the approved family and community
support services. Once approved in the member's service plan the amount of funds authorized for the needed
transportation and therapeutic resources is incorporated into the enrolled provider's rate for service. The family
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and community support service is cost settied at the end of each fiscal vear through a retrospectively limited
prospective rate setfing methodology identified in this application.

Services provided under IDEA or the Rehabilitation Act of 1973 are not available.
Service Delivery Method (check each that applies),

. Participant-directed as specified in Appendix E
+# Provider managed

Specify whether the service may be provided by (check each that applies):

" Legally Responsible Person
" Relative
" Legal Guardian

Provider Specifications:

Provider Category Provider Type Title
Apency ' Community Mental Health Centers
Agency Behavioral Health Intervenfion providers

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Family and Community Support service

Provider Category:
Agency M
Provider Type:
Community Mental Heaith Centers
Provider Qualifications
License (specify):
Community businesses that have all necessary licenses and permits io operate in conformity with
federal, state, and local laws and regulations, including lowa Code Chapter 490, and that subrnit
verification of current Hability and workers’” compensation insurance.
Certificate (specifiy):
Community mental health centers accredited in good standing as providers of outpatient
psychotherapy and counseling under 44 |—Chapter 24.
Other Standarad (specify):
Behavioral Health Intervention Services employees must:
1)Have a Bachelor's degree in a social science field -+
a)l year experience OR
1)20 hours CMH training
OR
2)Have a Bachelor's degree in a social science field +
a)2 years experience OR
b)30 hours CMH training

Providers must be:
(1) At least 18 years of age.
(2) Qualified by training (see above),
(3) Subject to background checks prior to direct service delivery.
Verification of Provider (Qualifications
Entity Responsible for Verification:
lowa Department of Human Services, lowa Medicaid Enterprise, Provider Services Unit
Frequency of Verification:
Every four years
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Page 4 of 37

C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Serviee Name: Family and Commurity Support service

Provider Category:

Agency v

Provider Type:

Behavioral Bealth Intervention providers

Provider Qualifications
License (specify).
Community businesses that have all necessary licenses and permits to operate in: conformity with
federal, state, and local laws and regulations, including lowa Code Chapter 490, and that submit
verification of current liability and workers” compensation insurance.
Certificate (specify).

Other Standard (specify):
Behavioral Health Intervention services providers gualified under 441—77.12(249A): A provider of
behavioral health mtervention is eligible to participate in the medical assistance program when the

provider is enrolled in the lowa Plan for Behavioral Health pursuant to 441---Chapter 88, Division I'V.

The following enroliment criteria is applied to organizations enrolling as Behavioral Health

Intervention providers under 441-77.12:

1. Mental Healtk: Provider or Community Mental Health Provider as defined in IAC 441-24,
“Mental health service provider” means an organization whose services are established io

specifically address mental health services to individuals or the administration of facilities in which

these services are provided.

“Community mental health provider” means an organization providing mental health services that is

established pursuant fo lowa Code chapters 225C and 230A.

2. A residential group care setting licensed under IAC441-114: a facility which provides care for
children who are considered unable to live in a family situation due to social, emotional or physical
disabilities but

are capable of Interacting in a community environment with a minimum amount of supervision. Please

nete: children in foster care are not eligible for the CMH watver and would not be recerving CMH
funded services while in fosier care.

3. A Pgychiatric Medical Institution for Children. Please note: children in a PMIC are not eligible for
the CMH waiver and would not be receiving CMH funded services while in a PMIC.

4. National accredited by COA, the Joint commission or CARF under the accreditation standard that
apply to mental health rehabilitative services.

Staff within the enrolled organization must meet the following credentialing standards:
1. Bachelor’s degree in social sciences field plus additional experience or raining or
2. Bachelor’s degree in non-social science field plus more additional experience or training

Providers must complete child abuse, dependent adult abuse, and criminal background screenings
pursuant to fowa Code section]135C.33(5)a”(1) before employment of a staff member who will
provide direct care.

Behavioral Healfh Intervention Services employvees must:
1)Have 2 Bachelor's degree in a social science field +
a)! year experience OR .
)20 hours CMH training
OR
2)Have a Bachelor's degree in a social science field +
a)2 years experience OR
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b330 hours CMH training

Providers must be:
(1) At least 18 vears of age.
(2) Qualifiad by training (see above}.
(3) Subject to background checks prior to direct service delivery.
Verification of Provider Qualifications
Eniity Responsible for Verification:
Towa Department of Human Services, lowa Medicaid Enterprise, Provider Services Unit
Frequency of Verification:
BEvery four vears

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS upon request
through the Medicaid agency or the operating agency (if applicable).
Service Type:

Statutory Service Y
Respite o
Alternate Service Title {if any):
Respite
HCBS Taxenomy:
Category 1: Sub-Category 1:
dé.é“éériegi}fg_{_?up_poﬁ_ - 068011 respite, out-of-home 7 v
Category 2: Sub-Category 2:
05 Caregiver Support o s8D1Zrespite. in-home T
Category 3: Sub-Category 3:
Dt
Category 4: Sub-Category 4:

Comﬁlete this part for a renewal . pphaat:ono;’anewwazver that replaces an existing waiver. Select one
" Service is included in approved waiver. There is no change in service specifications.
@ Service is included in approved waiver. The service specifications have been modified.
Service is not included in the approved waiver.
Service Definition (Scope):
Respite care services are services provided to the member that give temporary relief to the usual caregiver and

provide all the necessary care that the usual caregiver would provide during that period. The purpose of respite
care 18 to enable the member to remain in the member’s current living situation.
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Respite shall be provided in an environment (member's home, provider's home, camp, eic.) as approved by the
interdiscipiinary team.

Specify applicable (if any) limits on the amount, frequency, or duration of this service:

1. Respite care shall not be provided to members during the hours in which the usual caregiver is employed,
except when the member is attending a camp.

2. The usual caregiver cannot be absent from the home for more than 14 consecuiive days during respite
provision.

3. The interdiscipiinary team shall determine if the member will receive basic individual respite. specialized
respite, or group respite and defined in rule 441~ Chapter 83.

4. Respite services provided for a period exceeding 24 consecutive hours to three or more members whe require
nursing care because of a mental or physical condition must be provided by a health care facility licensed under
lowa Code chapter 135C,

5. Respite services provided outside the member's home shall not be reimbursable if the living unit where respite
care is provided is reserved for another person on & temporary leave of absence.

6. Respite services shall not be provided simuttaneously with other residential, nursing, or home health aide
services provided through the medical assistance program.

6. Effective 7/1/13, a unit of service is 15 mintes.

Services provided under IDEA or the Rehabilitation Act of 1973 are not available,
FFP may be claimed for respite provided int a hospital or RCF/ID.
Service Delivery Method (check each that applies):

" Participant-directed as specified in Appendix E

»¢. Provider managed

Specify whether the service may be provided by (check each that applies):

" Legally Responsible Person

«# Relative

- Legal Guardian

Provider Specifications:

Provider Category Provider Type Title

Agency HCBS respite provider

Agency Assisted Living programs

Agency Child Care Centers and Child Development Homes
Agency Nursing Facilities, 1ICF/ID, and Hospitals

Agency Home Care Agencies

Agency Foster Care

Agency Adult Day Care

Agency Camps

Agency Home Health Agencies

Agency Residential Care Facilitiesfor Persons with Inteflectual Disability

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Respite

Provider Category:
Agency v
Provider Type:
HCBS respite provider
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Provider Qualifications
License (specify)
Community businesses that have all necessary licenses and permits to operate in conformity with
federal, state, and local laws and regulations, including Iowa Code Chapier 490, and that submit
verification of current ltability and workers™ compensation insurance,
Certificate (specify).
Providers certified or enrolled as respite providers under another Medicaid HCBS waiver.
Other Standard (specifi).
Providers must be:
(1) At jeast 18 years of age.
(2) Qualified by training.
(3) Subject to background checks prior to direct service delivery.

Qualified Training includes:
(1) Within one month of employment, staff members must receive the following training:
1. Orientation regarding the agency’s mission, policies, and procedures; and
2. Orientation regarding HCBS philosophy and outcomes for rights and dignity for the children’s
mental health waiver in 77.46(1)“c.”
(2) Within four months of employment, staff members must receive training regarding the
following:
1. Serious emotional disturbance in children and provision of services to children with serious
emotional disturbance;
2. Confidentiality;
3. Provision of medication according to agency policy and procedure;
. Identification and reporting of child abuse;
. Incident reporting;
. Documentation of service provision;
7. Appropriate behavioral interventions; and
8. Professional ethics.
{3) Until a staff member receives the training identified in subparagraphs (1) and (2}, the staff
member shall not provide any direct service without the oversight of supervisory staff and shali obtain
feedback from the family within 24 hours of service provision.
(4) Within the first year of employment, staff members niust complete 24 hours of training in
children’s mental health issues.
(5) During each consecutive vear of employment, staff members must complete 12 hours of
training in children’s mental health issues.
Verification of Provider Qualifications
Entity Responsible for Verification:
lowe Department of Fuman Services, Jowa Medicaid Enterprise, Provider Services Unit
Frequency of Verification:
Every four vears

o L A

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Respite

Provider Category:

“Agency W

Provider Type:

Assisted Living programs

Provider Qualifications
License (specify):
Community businesses that have all necessary licenses and permits to operate in conformity with
federal, state, and local laws and regulations, including Iowa Code Chapter 490, and that submit
verification of current Liability and workers® compensation insurance.
Certificate (specify):

https://wms-mmdl.cms.gov/WMS/faces/protected/3 5/print/PrintSelecior.jsp 4/5/2018



Appendix C: Waiver Draft IA.013.02.00 - Jul 01, 2018 Page 8 of 37

Assisted living programs certified in good standing by the Jowa department of inspections and appeals.

Other Standard (specify):

Providers must be:

(1) At least 18 vears of age.

(2) Qualified by training.

(3) Subject to background checks prior to direct service delivery.

Qualified Training includes:
(1) Within one month of employment, staff members must receive the fellowing training:
1. Orientation regarding the agency’s mission, policies, and procedures; and
2. Orientation regarding HCBS philosophy and outcomes for rights and digmity for the children’s
mental health waiver m 77.46(1)*c.”
(2) Within four months of emplovment, staff members must recetve training regarding the
foliowing:
1. Serious emotional disturbance in children and provision of services to children with serious
emotional disturbance;
. Confidentiality;
. Provision of medicaiion according to agency policy and procedure;
. Identification and reporting of child abuse;
. Incident reporting;
. Documentation of service provision;
. Appropriate behavioral interventions; and
8. Professional ethics.
{3) Until a staff member receives the training identified in subparagraphs (1) and (2), the staff
member shall not provide any direct service without the oversight of supervisory staff and shall obtain
feedback from the family within 24 hours of service provision.
(#4) Within the firgt vear of employment, staff members must complete 24 hours of training in
children’s mental health issues.
{5) During each consecuiive year of employment, staff members must complete 12 hours of
training in children’s mental health issues.
Verification of Provider Qualifications
Entity Responsible for Verificaiion:
lowa Department of Human Services, lowa Medicaid Enterprise, Provider Services Unit
Frequency of Verification:
Every four years
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Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Respite

Provider Type:

Child Care Centers and Child Development Homes

Provider Qualifications
License (specify):
Child care centers licensed in good standing by the department according to JAC 441—Chapter 109
and child development homes regisiered according to IAC 441—Chapter 110.

Community businesses that have all necessary licenses and permits to operate in conformity with
federal, state, and local laws and regulations, including lowa Code Chapter 490, and that submit
verification of current liability and workers’ compensatior insurance.

Certificate (specify):

Other Standard (specify).
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Providers must be:

{1} At least 18 years of age.

(2) Qualified by training.

(3) Subject {0 background checks prior to direct service delivery,

Qualified by training must include the following:

The provider shall receive two hours of towa’s training for mandatory reporting of child abuse:

{1} During the first three months of registration as a child development home; and

(2) Bvery five years thereafter.

b. The provider shall obtain first-aid training within the first three months of registration as a child
development home.

(1) First-aid training shall be provided by a nationally recognized training organization, such as

the American Red Cross, the American Heart Association, the National Safety Council, or Emergency
Medical Planming (Medic First Aid) or by an equivalent trainer using curricuium approved by the
department.

(2) First-aid training shall include certification in infant and child first aid that includes management
of a blocked airway and mouth-to-mouth resuscitation.

(3) The provider shall maintain a valid certificate indicating the date of first-aid fraining and the
expiration date.

c. During the first vear of registration, the provider shall receive a minimum of 12 hours of training
from one or moare of the following content areas. The provider shall receive at least 6 of these hours in
a group setting as defined in subrule [10.5(12), and 2 of the hours must be from the content arez in
subparagraph 110.5(11)“c”(1). A provider shall not use a specific raining or class to meet minimum
contimuing education requirsments more than one time every five years.

(1) Planning a safe, healthy learning environment (includes nutrition}.

{2) Steps to advance children’s physical and intellectual development.

{3) Positive ways te support children’s social and emotional development (includes guidance and
discipline).

{4) Strategies to establish productive relationships with famiklies (includes communication skills

and cross-cultural competence).

{5) Strategies to manage an effective program operation (includes business practices).

(6) Maintaining a commitment to professionalism.

{7) Observing and recording children’s behavior.

(8) Principles of child growth and development.

d. During the second year of registration and each succeeding year, the provider shall receive a
minimum of 12 hours of training from one or more of the content areas as defined in paragraph “c.”
The

provider shall receive at least 6 of these hours in a group setting as defined in subrule 110.5(12). The
provider may receive the remaining hours in self-study as defined in subrule 110.5(13). A provider
shall

not use a specific training or class to meet minimum continuing education requirements more than one
time every five years.

e, A provider who submits documentation from a child care resource and referral agency that

the provider has completed the Towa Program for Infani/Toddler Care (1A PITC), ChildNet, or Beyond
Business Basics training series may use those hours to fulfill a maximum of two years” fraining
requirements, not including first-aid and mandatory reporter training.

and

Staff training. The agency shall meet the following training requirements as a condition of
providing respite care under the children’s mental health waiver:

(1) Within one month of employment, staff members must receive the following training:

1. Orientation regarding the agency’s mission, policies, and procedures; and

2. Orientation regarding HCBS philosophy and outcomes for rights and dignity for the children’s
mental health waiver in 77.46(1) c.”

(2} Within four months of employment, staff members must receive training regarding the
following:

1. Serious emotional disturbance in children and provision of services to children with serious
emotional disturbance;

2. Confidentiality;

3. Provision of medication according to agency policy and procedure;

4. Identificaiion and reporting of child abuse;
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5. Incident reporting;

6. Documentation of service provision;

7. Appropriate behavioral interventions; and

8. Professional ethics.

(3) Until a staff member receives the training identified in subparagraphs (1) and (2}, the staff

Page 10 of 37

member shali not provide any direct service without the oversight of supervisory staff and shali obtamn

feadback from the family within 24 hours of service provision.
(4) Within the first year of employment, staff members must complete 24 hours of fraining in
childrery’s mental health issues.
{5) During each consecutive vear of employment, staff members must complete 12 hours of
fraining in children’s mental health issuss.

Verification of Provider Qualifications
Eatity Responsible for Verification:
lowa Department of Human Services, lowa Medicaid Enterprise, Provider Services Unit
Frequency of Verification:
Every four vears

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Respite

Provider Category:
Agency v

Provider Type:

Nursing Facilities, ICF/ID, and Hospitals
Provider Qualifications

License (specify).

Nursing facilities, intermediate care facilities for the ntellectually disabled, and hospitals enrolied as

providers in the lowa Medicaid program.

Commumity businesses that have all necessary licenses and permits to operate in conformity with
federal, state, and local laws and regulations, inciuding lowa Code Chapter 490, and that submit
verification of current liability and workers’ compensation insurance.

Certificate (specifiy.

Other Standard (specify).

Providers must be:

(1) At least 18 years of age.

(2) Qualified by training.

(3) Subject to background checks prior to direct service delivery.

Qualified Training inciudes:

(1} Within one month of employment, staff members must receive the following training:

1. Orientation regarding the agency’s mission, poiicies, and procedures; and

2. Orientation regarding HCBS philosopiry and outcomes for rights and dignity for the children’s
mental health waiver in 77.46(1)*c.”

(2) Within four months of emplovment, staff members must receive training regarding the
following:

1. Serious emotional disturbance in children and provision of services to children with serious
emotional disturbance;

. Confidentiality;

. Provision of medication according o agency policy and procedure;

. Identification and reporting of child abuse;

. Incident reporting;

. Documentation of service provision;
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7. Appropriate behavioral interventions; and
8. Professional ethics.
(3) Until a staff member receives the training identified in subparagraphs (1) and (2), the staff
member shall not provide any direct service without the overstght of supervisory staff and shall obtain
feedback from the family within 24 hours of service provision.
(4) Within the first year of employment, staff members must complete 24 hours of training in
children’s mental health issues.
(5) During each consecutive vear of empioyvment, staff members must complete 12 hours of
training in children’s mental heaith issues.

Verification of Provider Qualifications
Entity Responsible for Verification:
lowa Department of Human Services, lowa Medicaid Enterprise, Provider Services Unit
Frequency of Verification:
Every four years

Appendix C: Participant Services
C-1/C-3: Provider Specificatiens for Service

Service Type: Statufory Service
Service Name: Respite

Provider Category:
Agency v

rovider Type:

Home Care Agencies

Provider Qualifications

License (specify):

Community businesses that have all necessary licenses and permits to operate in conformity with
federal, state, and local laws and reguiations, including lowa Code Chapter 490, and that submit
verification of current liability and workers’ compensation insurance.

Certificate (specify).

Other Standard (specify):

Home care agencies that meet the requirements set forth in department of public health rule JAC
641—80.7(135): Professional sitaff as providers of home care aide services. An individual who is in the
process of receiving or who has completed the training required for LPN or RN licensure or who
possesses an associate’s degree or higher in social work, sociology, home economics or other health or
human services field may be assigned to provide home care aide services if the following conditions
are met:

a.Services or tasks assigned are appropriate to the individual’s prior training,

b.Orientation to home care is conducted. Orientation includes adaptation of the individual’s knowledge
and skills from prior education to the home setting and to the role of the home care aide.

Providers must be:

(1) At least 18 years of age.

(2} Qualified by training,

{3) Subject to background checks prior to direct service delivery.

Quaiified Training includes:

(1} Within one month of employment, staff members must receive the following training:

1. Orientation regarding the agency’s mission, policies, and procedures; and

2. Orientation regarding HCBS philosophy and outcomes for rights and dignity for the children’s
mental health waiver in 77.46(1)“c.”

{2) Within four months of employment, staff members must receive training regarding the
following:

1. Serious emotional disturbance in children and provision of services to children with serious
emotional disturbance;
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2. Confidentiality; .

3. Provision of medication according to agency policy and procedure;

4. Identification and reporting of child abuse;

5. Incident reporting;

6. Documengtation of service provision

7. Appropriate behavioral interventions; and

8. Professional ethics.

(3) Until a staff member receives the training identified in subparagraphs (1) and (2), the staff
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member shall not provide any direct service without the oversight of supervisory staff and shall obtain

feedback from the family within 24 hours of service provision.
(4) Within the first year of employment, staff members must compiete 24 hours of training in
children’s mental health issues.
(5) During each consecutive year of employment, staff members must complete 12 hours of
traiming in chiidren’s mental health tssues.

Verification of Provider Qualifications
Entity Responsible for Verification:
lowa Department of Human Services, lowa Medicaid Enterprise, Provider Services Unit
Frequency of Verification:
Every Four vears

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Statutory Serviee
Service Name: Respite

Provider Category:

Agency |

Provider Type:

Foster Care

Provider Qualifications
License (specify):

Group living foster care facilities for children licensed in good standing by the depariment according

to fowa Administrative COde (IAC) 441—Chapters 112 and 114 to 116.

Community businesses that have all necessary licenses and permits fo operate in conformity with
federal, state, and local laws and regulations, inciuding Towa Code Chapter 490, and that submit
verification of current liability and workers’ compensation insurance.

Certificate (specify).

Other Standard (specify):

Providers must be:

(1) At least 18 vears of age.

(2) Qualified by training.

(3) Subject to background checks prior to direct service delivery.

Qualified Training includes:

(1) Within one menth of employment, stafl members must receive the following training:

1. Orientation regarding the agency’s mission, policies, and procedures; and

2. Orientation regarding HCBS philosophy and outcomes for rights and dignity for the children’s
mental health waiver in 77.46{1y“c.”

(2) Within four months of employment, staff members must receive training regarding the
foliowing:

1. Serious emoticnal disturbance in children and provision of services to children with serious
emotional disturbance;

2. Confidentiality;

3. Provision of medication according to agency policy and procedure;
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4, Identification and reporting of child abuse;

5. Incident reporting;

6. Documentation of service provision;

7. Appropriate behavioral interventions; and

8. Professional ethics.

{3) Until a staff member receives the training identified in subparagraphs (1) and (2}, the staff
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member shall not provide any direct service without the oversight of supervisory stafl’ and shall obtain

feedback from the family within 24 hours of service provision.
{4) Within the first year of employment, staff members must compiete 24 hours of training in
chiidren’s mental health issues.
(5) During each consecutive vear of employment, staff members must complete 12 hours of
training in chiidren’s mental health issues.

Verification of Provider Qualifications
Entity Responsible for Verification:
Towa Department of Human Services, lowa Medicaid Enterprise, Provider Services Unit
Frequency of Verification:
Every four years

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Respite

Provider Category:

Agency N

Provider Type:

Adult Day Care

Provider Qualifications
License (specify):
Community businesses that have all necessary licenses and permits to operate in conformity with
federal, state, and local laws and regulations, including lowa Code Chapter 490, and that submit
verification of current Hability and workers’ compensation insurance.
Certificate (specify):
Adult day care providers that are certified in good standing by the department of inspections and
appeals as being in compliance with the standards for adult day services programs adopted by the
department on aging at IAC 321—Chapter 24
Other Standard (specify):
Providers must be:
(1) At least 18 vears of age.
{2) Qualified by training.
{3} Subject to background checks prior io direct service delivery.

Qualified Training includes:

{1} Within one month of employment, staff members must receive the following training:

1. Orientation regarding the agency’s mission, policies, and procedures; and

2. Orientation regarding HCBS philosophy and outcomes for rights and dignity for the children’s
mental health waiver in 77.46(1)"c.”

(2) Within four months of employment, staff members must receive training regarding the
following:

1. Serious emotional disturbance in children and provision of services to children with serious
smotional disturbance;

. Confidentiality;

. Provision of medication according to agency poiicy and procedure;

. Identification and reporting of child abuse;

. Incident reporting;

. Documentation of service provision,

. Appropriate behavioral interventions; and
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§. Professional ethics.
(3) Unti! a staff member receives the training identified in subparagraphs (1) and (2), the staff
member shall not provide any direct service without the oversight of supervisory staff and shail obtain
feedbhack from the family within 24 hours of service provision.
{4) Within the first year of employment, staff members must complete 24 hours of training in
children’s mental health issues.
{5) During each consecutive vear of employment, staff members must complete 12 hours of
training in children’s mental health issues,

Verification of Provider Qualifications
Entity Responsible for Verification:
Towa Department of Human Services, lowa Medicaid Enterprise, Provider Services Unit
Frequency of Verification:
Ewvery four years

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Respiie

Provider Category:

Camps
Provider Qualifications
License (specify):
Community businesses that have all necessary licenses and permits to operate in conformity with
federal, state, and local laws and regulations, including Towa Code Chapter 490, and that submit
verification of current liability and workers” compensation insurance.
Certificate (specify):
Camps certified i good standing by the American Camping Association.
Other Standard (specify):
Providers must be:
(1) At least 18 years of age.
(2} Qualified by training.
(3) Subject to background checks prior to direct service delivery.

Qualified Training includes:

(1) Within one month of employment, staff members must recetve the following training:

1. Orientation regarding the agency’s mission, policies, and procedures; and

2. Orientation regarding HCBS philosophy and outcomes for rights and dignity for the children’s
mental health waiver in 77.46(1)“c.”

{2) Within four months of employment, staff members must receive training regarding the
following:

1. Serious emotional disturbance in children and provision of services o children with serious
emotional disturbance;

. Confidentiality;

. Provision of medication according to agency policy and procedure;

. Identification and reporting of child abuse;

. Incident reporting;

. Documentation of service provision,

. Appropriate behavioral interventions; and

&. Professional ethics.

(3) Until a staff member receives the training identified in subparagraphs (1) and (2), the staff
member shall not provide any direct service without the oversight of supervisory staff and shall obtain
feedback from the family within 24 hours of service provision,

(4) Within the first year of employment, staff members must complete 24 hours of training in
children’s mental health issues.
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{3) During each consecutive year of employment, staff members must complete 12 hours of
fraining in children’s mental health issues.

Verification of Provider Qualifications
Entity Responsible for Verification:
lowa Department of Human Services, lowa Medicaid Enterprise, Provider Services Unit
Frequency of Verification:
Ewvery four years

Appendix C: Participant Services

Page 15 of 37

C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Respite

Provider Category:
Agency v
Provider Type:
Home Health Agencies
Provider Qualifications
Eicense {(specify).
Community businesses that have all necessary licenses and permits fo operate in conformity with
federal, state, and local laws and regulations, including lowa Code Chapter 490, and that submit
verification of current liability and workers’ compensation insurance.
Certificate (specify):
Home health agencies that are certified in good standing to participate in the Medicare program.
Other Standard (specify):
Providers must be:
(1) At least 18 years of age.
(2) Qualified by training.
(3) Subject to background checks prior to direct service delivery.

Qualified Training includes:

(1) Within one month of employment, staff members must recetve the following training:

1. Orientation regarding the agency’s mission, policies, and procedures; and

2. Orientation regarding HCBS philesophy and outcomes for rights and dignity for the children’s
mental health waiver in 77.46(1)“c.”

(2} Within four months of employment, staff members must receive training regarding the
following:

1. Serious emotional disturbance in children and provision of services to children with serious
emotional disturbance;

. Confidentiality;

. Provision of medication according to agency policy and procedure;

. Identification and reporting of child abuse;

. Incident reporting;

. Documentation of service provision;

. Appropriate behavioral interventions; and

8. Professional ethics.

(3} Until a staff member receives the training identified in subparagraphs (1) and (2), the staff
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member shall not provide any dirsct service without the oversight of supervisory staff and shall obtain

feedback from the family within 24 hours of service provision.
(4) Within the first year of employment, staff members must complete 24 hours of training in
children’s mental health issues.
{5) During each consecutive year of employment, staff members must complete 12 hours of
fraining in children’s mental health issues.

Verification of Provider Qualifications
Entity Responsible for Verification:
lowa Department of Human Services, Iowa Medicaid Enterprise, Provider Services Unit
Frequency of Verification:

https://wms-mmdl.cms.gov/WMS/faces/protected/3 5/print/PrintSelector.jsp

4/5/2018



Appendix C: Waiver Draft [A.013.02.00 - Jul 01, 2018 Page 16 of 37

Every four years

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Respite

Provider Category:

Agency v

Provider Type:

Residential Care Facilitiesfor Persons with Intellectual Disability

Provider Qualifications
License (specify).
Residential care facilifies for persons with Inteliectual Disability licensed in good standing by the
department of inspections and appeals.

Community businesses that have al} necessary licenses and permits to operate in conformity with
federal, state, and local laws and regulations, including lowa Code Chapter 490, and that submit
verification: of current liability and workers® compensation insurance.

Certificate (specify).

Other Standard (specify)
Providers must be:
{1) At ieast 18 years of age.
(2) Qualified by training.
3) Subject to background checks prior to direct service delivery.

Qualified Training inciudes:
(1} Within one month of employment, staff members must receive the following training:
1. Orientation regarding the agency’s mission, policies, and procedures; and
2. Orientation regarding HCBS philosophy and outcomes for rights and dignity for the children’s
mental health watver in 77.46(1)"¢c.”
{2} Within four months of employment, staff members must receive training regarding the
following:
1. Serious emotional distarbance in children and provision of services to children with serious
emotional disturbance;
2. Confidentiality;
3. Provision of medication according to agency policy and procedure;,
4. ldentification and reporting of child abuse;
5. Incident reporting;
6. Documentation of service provision;
7. Appropriate behavioral interventions; and
8. Professional ethics.
(3} Until a stafl member receives the training identified in subparagraphs (1) and (2), the staff
member shall not provide any direct service without the oversight of supervisory staff and shall obtain
feedback from the family within 24 hours of service provision.
(4} Within the first vear of employment, staff members must complete 24 hours of training in
children’s mental health issues,
{5) During each consecutive year of employment, stafl members must complete 12 hours of
training in children’s mental health issues.
Verification of Provider Qualifications
Entity Responsible for Verification:
lowa Depariment of Human Services, lowa Medicaid Enterprise, Provider Services Unit
Frequency of Verification:
Every four years
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Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS upor request
through the Medicaid agency or the operating agency (if applicable).

Service Type:

 Other Service W

As provided in 42 CFR §44G.180(b)(9), the State requests the authority to provide the following additional service
not specified in statute.

Service Title:

Environmental modtifications and adaptive devices,

HCBS Taxonomy:

Category 1: Sub-Category 1:

14 Equipment, Technology, and Modifications 4020 home and/or vehicie accessibility adaptations v

Category 2: Sub-Categorvy 2:
14 Equipmen, Technology, and Modifications #4031 eauipment and technology ¥
Category 3: Sub-Category 3:
...... : W
Category 4: Sub-Category 4:

Complete this part for a renewal application or a new waiver that replaces an existing waiver. Select one :
. Service is included in approved waiver. There is no change in service specifications.
.+ Service is included in approved waiver. The service specifications have been modified.

‘®: Service is not included in the approved waiver.

Service Definition (Scope):

Environmental modifications and adaptive devices includes tfems installed or used within the member's home that
address specific, documented health, mental health, or safety concerns. Excluded are those adaptations or
mmprovements to the home that are of general utility, and are not of direct medical or remedial benefit to the
participant. Adaptations that add to the total square footage of the home are excluded from this benefit except
when necessary to complete an adaptation (e.g., in order to improve enirance/egress to a residence or to configure
a bathroom to accommodate a wheelchair). Home accessibility adaptations may not be furnished to adapt living
arrangements that are owned or leased by providers of waiver services. The CMH waiver only provides services
to members that live within the family home.

Specify applicable (if any) limits on the amount, frequency, or duration of this service:

1. A unit of service is one modification or device.

2. For each unit of service provided, the case manager or IHH Care Coordinator shall maintain in the member’s
case file a signed statement fror: the mental health professional on the member’s interdisciplinary team that the
service has a direct relationship to the member’s diagnosis of serious emotional disturbance.

3. Environmental modifications and adaptive devices are limited io $6,181.20 per year.

4. Payment for most items shall be based on a fee schedule. The amount of the fee shall be determined as directed
in 441—subruie 79.1(17). This rule bases payment under the waiver to the same pricing methodologies used by
state plan durable medical equipment.
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There is ar annual limit to the fotal amount of funds available for Environmental Modifications and Adaptive
Devices which are subject to change on a yearly basis. This annual amount is currently at $6,181.2¢ per vear.

Services provided under [DEA or the Rehabilitation Act of 1973 are not available.
Service Delivery Method (check each thai applies).

% Participant-directed as specified in Appendix E

# Provider managed

Specify whether the service may be provided by (check each that applies):

™" Legally Responsible Person

+ Relative
" Legal Guardian
Provider Specifications:
Provider Caiegory Provider Type Title
Agency Family and Comemanity Support provider
Agency community busikess
Agency HCBS Supported Community Living provider
Agency retail/ wholesale business
Agency Home and Vehicle Modification provider

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Environmental modifications and adapfive devices,

Provider Category:
JAgency W
Provider Type:
Family and Community Support provider
Provider Qualifications
License (specifi):
Behavioral Health Intervention providers enrolled with the lowa Plan for Behavioral Health

Community businesses that have all necessary licenses and permits to operate i conformity with
federal, state, and local laws and regulations, including lowa Code Chapter 490, and that subuit
verification of current liability and workers’ compensation insurance.

Certificate (specify):

Other Standard (specify).

A provider enrolled under the HCBS CMH waiver as a family and community support services
provider. Often there are no enrolled providers available in an area due to being rural and providers
not willing to go through the enrollment process for a one time modification. The "Other Standard”
criteria for CMIH waiver providers allows an enrolled HCBS waiver provider to be the provider in
CMH waiver and subcontract out the modifications to local qualified providers. The CMH waiver
provider acts in an administrative function for billing for the modification.

An OHCDS arrangement must be in place when utilizing subcontractors.

Behavioral Health Intervention services providers qualified under 441-—77.12(249A).

Providers must be:
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(1) At least 18 vears of age.
(2) Qualified by training
Behavioral Health Intervention Services employees must:
1)Have a Bachelor's degree in a social science field +
a)l year experience OR
b)20 hours CMH training
OR
2)Have a Bachelor's degree in a social science field +
a)2 years experience OR
b)30 hours CMH training
{3) Subject to background checks prior to direct service delivery.
Verification of Provider Qualifications
Entity Responsibie for Verification:
lowa Department of Human Services, lowa Medicaid Enterprise, Provider Services Unit
Frequency of Verification:
Every four years

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Environmental modifications and adaptive devices,

community business

Provider Qualifications
License {specify).
Community businesses that have all necessary licenses and permits to operaie in conformity with
federal, state, and local laws and regulations, inchuding lowa Code Chapter 490, and that submit
verification of current liability and workers’ compensation insurance.
Certificate (specify).

Other Standard (specify):

Providers must be:

(1) At least 18 vears of age.

(2) Subject to background checks prior to direct service delivery.

An OHCDS arrangement must be in place when ufilizing subcontractors.
Verification of Provider Qualifications
Entity Responsible for Verification:
fowa Department of Human Services, Iowa Medicaid Enterprise, Provider Services Unit
Frequency of Verification:
Every four years

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Environmental medifications and adaptive devices,

Provider Category:

Provider Type:
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HCBS Supported Community Living provider

Provider Qualifications
License (specify}:
Community businesses that have all necessary licenses and perrnits to operate in conformity with
federal, state, and local laws and regulations, inciuding Jowa Code Chapter 490, and that submit
verification of current liability and workers® compensation insurance.
Certificate (specify):

Other Standard (specify);

A provider enrolled under the HCBS intellectual disabilities or brain injury waiver as a

supported community living provider. Often there are no enrolled providers available in an area due
to being rural and providers not willing to go through the enroliment process for a one time
modification. The "Other Standard” criferia for the CMH waiver allows an enrolled HCBS waiver
provider to be the provider in CMH waiver and subcontvact out the modifications to local qualified
providers. The CMH waiver provider acts in an administrative function: for billing for the
modification.

An OHCDS arrangement must be in place when utilizing subcontractors.

Providers must be:

{1) At least 18 vears of age.

{2} Qualified by training.

{3) Subject to background checks prior to direct service delivery.

This training includes at a
minimum:
{1) Consumer rights.
{2) Confidentiality.
{3) Provision of consumer medication.
{(4) Identification and reporting of child and dependent adult abuse.
{5) Individuai consumer support needs.
Verification of Provider Quaiifications
Entity Responsible for Verification:
Jowa Department of Human Services, Iowa Medicaid Enterprise, Provider Services Unit
Frequency of Verification:
Every four years

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Environmental modifications and adapiive devices,

Provider Category:

Agency W

Provider Type:

retail/ wholesale business

Provider Qualifications
License (specifi):
Community businesses that have all necessary licenses and permits to operate in conformity with
federal, state, and local laws and regulations, including lowa Code Chapter 490, and that submit
verification of current liability and workers” compensation insurance.

Certificate (specify);

& h

Other Standard (specifi):
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A retail or wholesale business that otherwise participates as a provider in the Medicaid program. Often
there are no enrolled providers available in an area due to being rural and providers not willing to go
through the enroliment process for a one time modification. The "Other Standard" criteria for CMH
waiver providers allows an enrolled HCBS waiver provider to be the provider in CMH waiver and
subcontract out the modifications to local qualified providers. The CMH watver provider acts in an
administrative function for billing for the modification. The retail/wholesale business aliows for the
purchase of adaptive devices that do not require a home modification.

An OHCDS arrangement must be i place when utilizing subcontractors.

Providers must be:
(1) At least 18 years of age.
(2) Subject to background checks prior to direct service delivery.
Verification of Provider Qualifications
Emntity Responsible for Verification:
lowa Department of Human Services, lowa Medicaid Enterprise, Provider Services Unit
Frequency of Verification:
Every four vears

Appendix C: Participant Services
C-1/C-3: Provider Specifications Jor Serviee

Service Type: Other Service
Service Name: Environmental modifications and adaptive devices,

ider Category:

Provider Type:

Home and Vehicle Medification provider

Provider Qualifications
License (specify).
Community businesses that have all necessary licenses and permits to operate in conformity with
federal, state, and local laws and reguiations, including Iowa Code Chapter 496, and that submit
verification of current liability and workers™ compensation insurance.
Certificate (specify).

Other Standard (specify):

A home and vehicle modification provider enrolied under another HCBS Medicaid watver. Often
there are no enrolied providers available in an area due o being rural and providers not witling to go
through the enrcllment process for a one time modification. The "Other Standard” criteria for CMH
waiver providers allows an enrolled HCBS waiver provider to be the provider in CMH waiver and
subcontract out the modifications to Jocal qualified providers. The CMH waiver provider acts in an
administrative function for billing for the modification.

An OHCDS arrangement must be n place when utifizing subcontractors.

Providers must be:
(1) At least 18 years of age.
{2) Subject to background checks prior to direct service delivery.
Verification of Provider Qualifications
Entity Responsible for Verification:
fowz Department of Human Services, Iowa Medicaid Enterprise, Provider Services Unit
Frequency of Verification:
Every four years

hitps://wms-mmdl.cms.gov/WMS/faces/protected/3 5/print/PrintSelector.jsp 4/5/2018



Appendix C: Waiver Draft 1A.013.02.00 - Tul 01, 2018 Page 22 of 37

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily availabie to CMS upon request
through the Medicaid agency or the operating agency (if applicable).

Service Type:

:Other Service i

not specified in stafute.
Service Title:
In-home family therapy

HCBS Taxonomy:

Category 1: Sub-Category i:
110 Other Mental Health and Behavioral Services - %@OSOcou“seimg o v
Category 2: Sub-Category 2:
........ - -
Category 3: Sub-Category 3:
........ .
Category 4: Sub-Category 4:

Complete this part for a renewal application or a new waiver that replaces an existing waiver. Select one :
Service is included in approved waiver. There is no change in service specifications.
“@. Service is included in approved waiver. The service specifications kave been modified.

.0 Service is not inciuded in the approved waiver.

Service Definition (Scope):

In-home family therapy provides skilled therapeutic services o the member and family that will increase their
ability to cope with the effects of serious emotional disturbance on the family unit and the familial relationships.
The service must support the family by the development of coping strategies that will enable the member to
continue living within the family environment. The goal of in-home family therapy is to maintain a cohesive
family unit. In-home family therapy uses clinically trained therapists to develop the coping strategies. The in-
home family therapy service is different from the family and community supports service in that the family and
community supports implements and teaches the skills to the member and the family, whiie in-home therapy does
not. The in-home family service must be provided within the family home.

Contrasting Family and Community Supports (F&C) services and In Home Family Therapy through the CMH
waiver: Services provided through Familty and Community( F&C)Supports Service build upon the therapies
provided by mental health professionals, including In Home Family Therapy under this waiver. F&C services are
done in the home with the family or in the community with the child; practicing and implementing those coping
strategies identified by mental health therapists. Whereas In Home Family Therapy is a skilled therapeutic service,
F&C is the practical application of the skills and interventions that will aliow the family and chiid to function
more appropriately. An example of F&C: the provider teaches the child appropriate social behavior by taking the
child o a fast food restaurant. The child practices not acting out, eating with manners, and thanking the food
service workers. Another example: The mental health professional has indicated that the child should experiment

https//wms-mmd].cms.cov/WMS/Taces/protected/3 5/print/PrintSelector.jsp 4/5/2018



Appendix C: Watver Draft 1A.013.02.00 - Jul 01, 2018 Page 23 of 37

with a variety of physical activities that could be used to de-escalate anxiety. The F&C provider takes the child
running, walking, or a driving range te find a good activity for the chiid; and then works with the child to initiate
the activity when anxiety is triggered.

Specify applicable (if any) limits on the amount, frequency, or duratien of this service:

In-home family therapy is exclusive of and cannot serve as a substitute for individual therapy, family therapy, or
other mental heaith therapy that may be obtained through the Medicaid or other funding sources and will not be
duplicative of any waiver services. '

A unit of in-home family therapy service is 15 minutes,
Services provided under IDEA or the Rehabilitation Act of 1973 are not available.

This service shall not be duplicative of and does not take the place of services provided under the Early Periodic
Screening, Diagnosis, and Treatment (EPSDT)program.

Service Delivery Method (check each thar applies):

7™ Participant-directed as specified in Appendix E

Specify whether the service may be provided by (check each that applies):

7": Legally Responsible Person
¢ Relative
" Legal Guardiap

Provider Specifications:

Provider Category Provider Type Title
Individual Memtal heakth professionals
Agency Community mental health centers

Appendix C: Participant Services

€-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: In-home family therapy

Provider Category:

Individual

Provider Type:

Mental health professionals

Provider Qualifications
License (specify):
Mental health professionals licensed pursuant to 645—Chapter 31, 240, or 280 or possessing an
equivalent license it another staie.

Community businesses that have all necessary licenses and permits to operate in conformity with
federal, state, and local laws and regulations, including Iowa Code Chapter 490, and that submit
verification of current liability and workers’ compensation insurance.

Certificate (specify):

Other Standard (specify):

Providers must be:

(1) At least 18 vears of age.

(2) Qualified by fraining.

{3} Subject to background checks prior to direct service delivery.
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Training shall include:
(1) Within one month of employment, staff members must receive the following training:
1. Orientation regarding the agency’s mission, policies, and procedures; and
2. Orientation regarding HCBS philosophy and outcomes for rights and dignity found in 77.46
(1)“c” for the children’s mental health watver.
(2} Withir four months of emplovment, staff members must recetve training regarding the
following:
Page 539 of 64
http://search.legis.state ia.us/ixt/gateway.dll/ar/iac/4410__ hurman%Z20services%e20departm...
8/8/2012
1. Serious emotional disturbance in children and service provision to children with serious
emotional disturbance;
. Confidentiality;
. Provision of medication according to agency policy and procedure;
. Identification and reporiing of child abuse;
. Incident reporting;
. Documentation of service provision;
. Appropriate behavioral interventions; and
. Professional ethics., - :
(3) Until a staff member receives the fraining identified in subparagraphs (1) and (2), the staff
member shall not provide any direct service without the presence of experienced staff.
{4) Within the first year of empioyment, staff members must complete 24 hours of training in
children’s mental health issues.
(5) During each consecutive year of employment, staff members must complete 12 hours of
training in children’s mental health issues.
Verification of Provider Qualifications
Entity Responsible for Verification:
Towa Department of Human Services, lowa Medicaid Enterprise, Provider Enrollment Unit
Frequency of Verification:
every four years

00 3 hoLh B Lo bo

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Serviee Name: Ip-home family therapy

Provider Category:
JAgency v
Provider Type:
Community mental health centers
Provider Qualifications
License (5pecify}:
Commnunity businesses that have ali necessary licenses and permits to operate in conformity with
federal, state, and local laws and regulations, including lowa Code Chapter 490, and that submit
verification of current liability and workers® compensation insurance,
Certificate (specify):
Community mental health centers accrediied in good standing as providers of outpatient
psychotherapy and counseling under 441—Chapter 24,
Other Standard (specify):
Providers must be:
(1) At least 18 years of age.
(2) Qualified by training.
(3) Subject to background checks prior to direct service delivery.

Training shall inciude:
{1) Withir one month of employment, staff members must receive the following training:
1. Crientation regarding the agency’s mission, policies, and procedures; and
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2. Orientation regarding HCBS philosophy and outcomes for rights and dignity found in 77.46
(1)“c” for the children’s mental health waiver.
(2) Within four months of employment, staff members must receive traming regarding the
following:
Page 59 of 64
http://search.legis.state. ia.us/mxt/gateway di/ar/iac/4410__ buman%s20services¥n20departm. ..
8/8/2012
1. Serious emotional disturbance in children and service provision to chiidren with serious
emotional distrbance;
. Confidentiality;
. Provision of medication according to agency policy and procedure;
. Identification and reporting of child abuse;
. Incident reporting;
. Documentation of service provision;
. Appropriate behavioral interventions; and
8. Professiona!l ethics.
{3} Until a staff member receives the training identified in subparagraphs (1) and (2), the staff
member shall not provide any direct service without the presence of experisnced staff.
{4} Within the first year of employment, staff members must complete 24 hours of fraining in
children’s mental health issues.
{5} During each consecutive year of empioyment, staff members must complete 12 hours of
training in children’s mental health issues.
Verification of Provider Qualifications
Entity Responsible for Verification:
Towa Department of Human Services, the Towa Medicaid Enterprise, Provider Enrollment Unit
Frequency of Verification:
Every four years
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Appendix C: Participant Services
C-1: Summary of Services Covered (2 of 2}

b. Prevision of Case Management Services to Waiver Participants. Indicate how case management is furnished to
waiver participants {select ore):
_* Not applicable - Case management is not furnished as a distinct activity to waiver participants.
& Applicable - Case management is furnished as a distinct activity to waiver participants.
Check each that applies:
" As a waiver service defined in Appendix C-3. Do not complete item C-1-c.
" As a Medicaid State plan service under §1915(i) of the Act (HCBS as a State Plan Option). Complete

item C-I-c.
« As a Medicaid State plan service under §1915(g)(1) of the Act (Targeted Case Management), Complete
ftem C-1-c.
As an adminisirative activity. Complete item C-1-c.

e. Delivery of Case Management Services. Specify the entity or entities that conduct case management functions on
behalf of waiver participants:

FFS:
Targeted case managers or integrated health home coordinators provide case management services to those fee-for-
service members enrolled in the State’s §1915(c) Children’s Mental Health Waiver. Services are reimbursed through an

administrative funciion of DHS.
All individuals providing case management services have knowledge of commmunity alternatives for the target

populations and ihe full range of long-term care resources, as well as specialized knowledge of the conditions and
functional limitations of the target populations served, and of the individual members to whom they are assigned.
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MCO community-based case managers provide case management services to all members receiving HCBS. MCOs
ensure ease of access and responsiveness for each mermber to their community-based case manager during regular
business hours and, at a minimum, the community-based case manager contacts members at least monthly, either in
petson or by phone, with an interval of at least fourteen calendar days between contacts.

Targeted case management (TCM) may be provided to CMFH waiver members by four difierent provider types. The
individual counties within the state establish contracts for providing targeied case management within the county. The
TCM provider options include TCM provided by: (1) Department of Human Services: (2) County Case Management;
(3) private case management entities; or (4) providers that are accredited for case management by national accrediting
bodies (e.g., CARF). All TCM units are required to be accredited by the state of lowa Mental Health and Disabilities
Services for 441 Towa Admintstrative Code Chapter 24 case management services, All individuals providing case
management services have knowledge of community alternatives for the target populations and the ful! range of long-
term care resources, as well as specialized knowledge of the conditions and functional himitations of the target
populations served, and of the individual members tc whom they are assigned. MCOs are contractually required to
ensure the delivery of services in a conflict free manner consistent with

Balancing Incentive Program requirements. DHS approves and monitors all MCO policies and procedures to ensure
compliance.

Appendix C: Participant Services

(C-2: General Service Specifications (I of 3)

a. Criminal History and/or Background Investigations. Specify the State's policies concerning the conduct of criminal
history and/or background investigations of individuals who provide waiver services (select one):

.." No. Criminal history and/or background investigations are not required.

® Yes, Criminal history and/or background investigations are required.

Specify: (a) the types of positions (e.g., personal assistants, attendants) for which such investigations must be
conducted; (b) the scope of such investigations {e.g., state, national); and, (c) the process for ensuring that
mandatory investigations have been conducted. State laws, regulations and policies referenced in this description
are available to CMS upon request through the Medicaid or the operating agency (if applicable):

Pursuant to Towa Code 135C. 33(5)a)(1) and (5)(a)(3). prospective employees of all of the following, if the
provider is regulated by the state or receives any state or federal funding must complete child abuse, dependent
adult abuse and criminal background screenings before employment of a prospective staff member who will
provide care for a member:

1. An employee of a homemaker-home health aide, home care aide, adult day services, or other provider of in-
home services if the employee provides direct services to consumers; and

2. An employee who provides direct services to copsumers under a federal home and community-based services
waiver.

Jowa Code 249A 29 provides the scope of the above provider background screening:

1. For purposes of this section and section 249A.30 unless the context otherwise requires:

a. “Consumer” means an individual approved by the department to receive services under a waiver.

b. “Provider” means an agency certified by the department to provide services under a waiver,

¢, “Waiver” means a home and community-based services waiver approved by the federal government and
implemented under the medical assistance program.

2. If a person is being considered by a provider for employment involving direct responsibility for a consumer
(individual approved by the department to receive services under a waiver) or with access to a consumer when the
consumer is alons, and if the person has been convicted of a crime or has a record of founded child or dependent
adult abuse, the department shall perform an evaluation to determine whether the crime or founded abuse warrants
prohibition of employment by the provider. The department [{Department of Human Services)] shall conduct
criminal and child and dependent adult abuse records checks of the person in this state and may conduct these
checks in other states. The records checks and evaluations required by this section shall be performed ir:
accordance with procedures adopted for this purpose by the department.

3. If the department determines that a person employed by a provider has committed a crime or has a record of
founded abuse, the department shall perform an evaluation to determine whether prohibition of the person's
employment is warranted. In an evaluation, the department shall consider the nature and seriousness of the crime
or founded abuse in relation to the position sought or held, the time ¢lapsed since the commission of the crime or
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founded abuse, the circumstances under which the crime or founded abuse was commitied, the degree of
rehabiiitation, the likelihood that the person will commit the crime or founded abuse again, and the number of
erimes or founded abuses commitied by the person involved. The department may permit a person who is
evaluated to be emploved or to continue to be emploved by the provider if the person complies with the
department's conditions relating to the employment, which may include completion of additional training,

4. 1If the department determines that the person has committed a crime or has a record of founded abuse that
warrants prohibition of employinent, the person shall not be emploved by a provider.

As part of the provider’s self-assessment process, they are required to have a quality improvement process in place
io monitor their compliance with the criminal background checls. The provider agency is responsible for
completing the required waiver to perform the criminal background check and submitiing to the Department of
Public Safety who conducts the check. The data and other information developed by the provider in the areas of
discovery, remediation, and improvement of criminal background checks are available to the Department upon
request. The IivVIE will assure that criminal backeround checks have been completed through quality improvement
activities on a random sampling of providers, focused onsite reviews and during the full on-site reviews conducted
every 5 years.

The State HCBS Quality Assurance and Technical Assistance Unit reviews agency personnel records during
provider site visits to ensure screenings have been compisted. Screenings are rerun anytime there is a complaint
related to additional criminai charges against a provider, and the Program Integrity Unit runs all individual
providers against a Departinent of Corrections file on a quarterly basis. DHS also completes any evaluation
needed for screenings returned with records or charges. Background checks only include lowa unless the
applicant 1s a resident of another state providing services in lowa.

MCOs are contractually required to assure that all persons, whether they are employees, agents, subcontractors, or
anyone aciing for or on behalf of the MCO, are properly licensed, certified, or accredited as required under
applicable state iaw and the Iowa Administrative Code, The Contractor shall provide standards for service
providers who are not otherwise licensed, certified, or accredited under state law or the lowa Administrative Code.

b. Abuse Registry Screening. Specify whether the State requires the screening of individuals who provide waiver services
through a State-maintained abuse registry (select one):

- No. The State does not conduct abuse regisiry screening.

“® Yes, The State maintains an abuse registry and requires the screening of individuals through this
registry.

Specify: (a) the entity (entities) responsible for maintaining the abuse registry; {(b) the types of positions for which
abuse registry screenings must be conducted; and, (c) the process for ensuring that mandatory screenings have been
conducted. State laws, regulations and policies referenced in this description are available to CMS upon request
through the Medicaid agency or the operating agency (if applicable):

Pursuant to Towa Code 135C. 33(5)(a)(1) and (5)a}3), prospective employees of al! of the following, if the
provider ts regulated by the state or receives any state or federal funding must complete child abuse, dependent
adult abuse and criminal background screenings before employment of a prospective staff member who will
provide care for a member:

1. An employee of a homemaker-home health aide, home care aide, adult day services, or other provider of in-
home services if the employee provides direct services to consumers; and

2. An employee who provides direct services to consumers under a federal home and community-based services
walver.

Towa Code 249A.29 provides the scope of the above provider background screening:

1. For purposes of this section and section 249A.30 unless the context otherwise requires:

a. “Consumer” means an individual approved by the department to receive services under a waiver.

b. “Provider” means an agency certified by the department to provide services under a waiver.

c. “Waiver” means a home and community-based services waiver approved by the federal government and
implemented under the medical assistance program.

2. If a person 1s being considered by a provider for employment involving direct responsibility for a consumer
{individual approved by the department to receive services under a watver) or with access to a consumer when the
consumer is alone, and if the person has been convicted of a crime or has a record of founded child or dependent
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adult abuse, the department shall perform an evaluation to determine whether the crime or founded abuse warrants
prohibition of employment by the provider. The department shall conduct criminal and child and dependent adult
abuse records checks of the person in this state and may conduct these checks in other states. The records checks
and evaluations required by this section shall be performed in accordance with procedures adopted for this
purpose by the department.

3. If the department determines that a person emploved by a provider has comumitted a crime or has a record of
founded abuse, the department shall perform an evaluation fo determine whether prohibition of the person's
employment is warranied. In an evaluatior, the department shall consider the nature and seriousness of the crime
or founded abuse in relation to the posttion sought or heid, the time elapsed since the commission of the crime or
founded abuse, the circumstances under which the crime or founded abuse was committed, the degree of
rehabilitation, the likelihood that the person will commit the crime or founded abuse again, and the namber of
crimes or founded abuses committed by the person involved. The department may permit a person who is
evaluated to be emplioved or to continue io be employed by the provider if the person complies with the
department’s conditions relating to the employment, which may include completion of additional training.

4. If the department determines that the person has committed a crime or has a record of founded abuse that
warrants prohibition of employment, the person shall not be employed by a provider.

The Iowa Department of Human Services maintains the Central Abuse Registry. All child and dependent adult
abuse checks are conducied by the DS unit responsible for the intake, investigation, and finding of child and
dependent adult abuse. The provider agency is responsible for compieting the required abuse screening form and
submmitting it to DHS to conduct the screening. Providers are required to complete the child and dependent adult
abuse background checks of all staff that provides direct services to waiver members prior to employment.
Providers are required to have written policies and procedures for the screening of personnel for child and
dependent adult abuse checks prior o employment. As part of the provider's self-assessment process, they are
required to have a quality improvement process in place to monitor their compliance with the child and dependent
adult abuse checks. The data and other information developed by the provider in the areas of discovery,
remediation, and improvement of child and dependent adult abuse checks are available to the Department upon
request. The Depariment will assure that the child and dependent adult abuse checks have been completed
through the Department’s quality improvement activities of random sampling of providers, focused onsite
reviews, mnitial certification and periodic reviews and during the full on-site reviews conducted every 5 years.

The State HCBS Quality Assurance and Technical Assistance Unit reviews agency personnel records during
provider site visits to ensure screenings have been completed. Screenings are rerun anytime there is a complaint
related to additional criminal charges against a2 provider, and the Program Integrity Unit rans all individual
providers against a Department of Corrections file on a quarterly basis. DHS also completes any evaluation
needed for screenings returned with records or charges. MCOs are alse required to ensure that all required
screening is conducted for providers who are not employees of a provider agency or licensed/accredited by a
board that conducts background checks (i.e., non-agency affiliated self-direction service providers). DHS retains
final authority to determine if an employee may work in a particular program.

Appendix C: Participant Services

C-1: General Service Specifications (2 of 3}
¢. Services in Facilifies Subject to §1616(e) of the Social Security Act. Select one:

‘# No. Home and community-based services under this waiver are not provided in facilities subject to
§1616(e) of the Act.

i_* Yes. Home and community-hased services are provided in facilities subject to §1616(e) of the Act. The
standards that apply to each type of facility where waiver services are provided are available to CMS
npon request through the Medicaid agency or the operating agency (if applicable).

Appendix C: Participant Services
C-1: General Service Specifications (3 of 3)

d. Provision of Personal Care or Similar Services by Legally Respousible Individuals. A legally responsible individual
is any person who has a duty under State law to care for another person and typically includes: (a) the parent (biological
or adoptive) of a minor child or the guardian of a minor chiid who must provide care to the child or (b) a spouse of a
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walver participant. Except at the optior of the State and under extraordinary circumstances specified by the State,
payment may not be made 1o a legally responsible individual for the provision of personal care or similar services that
the lagally responsible individual would ordinarily perform or be responsible to perform on behalf of 2 waiver
participant. Select one:

‘® No. The State does not make payment to legally responsible individuals for furrishing personal care or
similar services.

' Yes. The State makes payment to legally responsible individuals for furnishing personal care or similar
services when they are qualified to provide the services.

Specify: (a) the legally respensible individuals who may be paid to furnish such services and the services they may
provide; (b} State policies that specify the circumstances when payment may be authorized for the provision of
extraordinary care by a legally responsible individual and how the State ensures that the provision of services by a
legally responsible individual is in the best interest of the participant; and, (¢) the controls that are employed to
ensure that payments are made only for services rendered. Also, specifv in Appendix C-1/C-3 the personal care or
similar services for which pavment may be made to legally responsible individuals under the State policies
specified here.

L Self-directed

... Agency-operated

e. Other State Policies Concerning Payment for Waiver Services Furnished by Relatives/Legal Guardians. Specify
State policies concerning making payment to relatives/legal guardians for the provision of waiver services over and
above the policies addressed in Item C-2-d. Select one:

! The State does not make payment to relatives/legal guardians for furnishing waiver services.

* The State makes payment to relatives/legal guardians under specific circumstances and only when the
relative/guardian is qualified fo furnish services.

Specify the specific circumstances under which payment is made, the types of relatives/legal guardians to whom
payment may be made, and the services for which payment may be made. Specify the controls that are employed to
ensure that payments are made only for services rendered. Also, specify in Appendix C-1/C-3 each waiver service
Jor which payment may be made to relatives/legal guardians.

o
A,

gt

‘% Relatives/legal guardians may be paid for providing waiver services whenever the relative/iegal guardian is
gualified to provide services as specified in Appendix C-1/C-3.

Specify the controls that are employed to ensure that payments are made only for services rendered.

A member's legal guardian may not provide services to a member on the CMH waiver, but relatives may be paid
providers of service. The relative wounld be an employee of a provider agency and the provider has the
responsibility to assure the relative has the skills needed to provide the services to the member. In many situations,
the Medicaid member requests the relative to provide services, as they may know the member and their needs
best. In other circumstances, there are no other qualified providers available when the service is needed or & lack
of staff in the area to provide the service. The rate of pay and the care provided by the reiative is identified and
authorized in the member's plan of care that is authorized and monitored by the member's case manager, [HEH Care
Coordinator or community-based case manager.

The case manager, IHH Care Coordinator, or community-based case manager is responsibie to monitor service
plans and to assure that the services authorized in the member's plan are received. In addition, information on paid
claims for fee-for-service members 1s available in ISIS for the case manager and IHH Care Coordinator to review.
The MMIS System compares the submitied claim to the services authorized in the plan of care prior to payment.
The claim will be paid if the amount billed 1s lower than what is authorized in the plan.

https://wms-mmdl.cms.gov/WMS/faces/protected/3 5/print/PrintSelector.jsp 4/5/2018



Appendix C: Waiver Draft [A.013.02.00 - Jul 01, 2018 Page 30 of 37

The state also compleies post uttlization audits on CMH Waiver providers verifying that services rendered match
the service plan and claim process. MCOs are required to adhere to all state policies, procedures and regulations
regarding payment to legal guardians, as outlined in this section.

. Other policy.

Specify:

f. Open Enroliment of Providers. Specify the processes that are employed to assure that all willing and qualified
providers have the opporiunity to enroll as waiver service providers as provided in 42 CFR §431.51:

Towa Medicaid providers will be responsible for providing services to fee-for-service members. The Towa Medicaid
Provider Services Department markets provider enroliment for Iowa Medicaid. Potential providers may access an
application on fine through the website or by calling the provider services’ phone number. The IME Provider Services
Unit must respond in writing within five working days once a provider enrollment application is received, and must
either accept the enroliment application and approve the provider as a Medicaid provider or request more

information. In addition, waiver quality assurance staff and wajver program managers, as well as county and State
service workers, case mangers, health home coordinators, market to qualified providers to enroll in Medicaid.

MCOs are responsible for oversight of their provider networks. For the first two years of an MCO contract, the entity
must give all 1915(c) HCBS waiver providers, which are currently enrolled as lowa Medicaid providers, the
opportunity to be part of its provider network. During this time period, the MCO may recommend disenroltment of
providers not meeting defined performance measures. The State retains authority for development of the performance
standards, and for review and approvai of any disenrollment recommendations.

Afier the 2-year initial period of the MCO contract, the State ensures that LTSS providers are given the opportunity for
continued participation in the managed care networks by regularly monitoring the managed care organization provider
network and evaluating rationales for not having providers in their networks. While the number of providers not
contracted with all three managed care organizations is small, the rationale includes providers not accepting the "floor”
rates determined by the State and wanting enhanced rates. The State additionaliy tracks on provider inquiries and
complaints which includes complaints related fo network access and credentialing.

Appendix C: Participant Services
Quality Improvement: Qualified Providers

As a distinct component of the State’s quality improvement strategy, provide information in the following fields to detail the
State s methods for discoverv and remediation.

a. Methods for Discovery: Qualified Providers

The state demonsirates that it has designed and implemented an adequate system for assuring that all waiver services
are provided by qualified providers.

. Sub-Assurances:

a. Sub-Assurance: The State verifies that providers inifially and continually meet required licensure
and/or certification standards and adhere to other siandards prior to their furnishing waiver services.

Performance Measures

For each performance measure the State will use io assess complianece with the statutory assurance,
complete the following. Where possible, include numeraior/denominator.

For each performance measure, provide information on the ageregated data that will enable the State to
analvze and assess progvess toward the performance megsure. In this section provide information on the
method by which each source of data is emalyzed statisticallv/deductively or inductively. how themes are
identified or conclusions drawn. and how recommendations are formulated where gppropriate.
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Performance Measure:

QFP-al: The IME will measure the pumber and percent of licensed or certification
waiver provider enroilment applications verified against the appropriate licensing
and/or certification entity, Numerater = # and percent of waiver providers verified
against appropriate licensing and/or certification enfity prior to providing services.
Denominator = # of licensed or certified waiver providers.

Data Soarce (Select one):

Other

If'Other’ is selected, specify:

Encounter datia, ciaims data and enroliment information out of ISIS. Al MCO
HCBS providers must be enrolied as verified by the IME PS,

Responsible Party for Frequency of data Sampiing Approach
data collection/generation {(check each that applies):
cellection/generation {check each that applies):
{check each that applies):
" State Medicaid F T Weeldy w 100% Review
Agency
™ Operating Agency “/ Monthiy " Less than 160%
Review
7 Sub-State Entity " Quarterly " Representative
Sample
Confidence
Interval =
. Other ¢ Annually . Stratified
Specify: Describe Group:
Contracied Entity 5
- . Continuously and . Other
Ongoing Specify: .
"""" Other
Specify
Data Aggregation and Analysis:
Responsibie Party for data Frequency of data aggregation and
ageregation and aunalysis (check each  janalysis(check each that applies):
that applies):
i/ State Medicaid Agenrcy L Weekly
" Operating Agency " Monthly
. Sob-State Entity w Quarterly
7 Other . Agnually
Specify:
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Responsible Party for data Frequency of data aggregation and
ageregation and analysis (check each  jamalysis{check each that applies):
that applies}: '

~ Continuously and Ongoing

" Other
Specify:

b. Sub-dssurance: The State monitors non-licensed/non-certified providers o assure adherence to waiver
requirements.

For each performance measure the Siate will use 10 assess compliance with the statutory assurance,
complete the following. Where possible, include numerator/denominaior.

For each performance measure. provide information on the gogreggted data that will enable the State 1o
analvze and assess progress loward the performance measure. In this section provide information on the
method by which each source of data is anahized statistically/deductively or_inductively, how themes are
identified or conclusions drawn._and how recommendations are formulated, where approprigre.

Performance Measure:
QP-bl: The IME shall determine the number and percent of CDAC providers that
met waiver requirements prior to direct service delivery, Numerator = # of CDAC

providers who met waiver requirements prior to service delivery; Denominator = #
of CDAC enrolied providers.

Data Source (Select one):

Other

If 'Other' is selected, specify:

Encounter data, claims data and enrollment information out of ISES. All MCO
HCES providers must be enroiled as verified by the IME PS.

Responsible Party for Frequency of data Sampling Approach
data collection/generation {check each that applies).
collection/generation {check each that applies):
(check each that applies):
7! State Medicaid T Weekly ~ 100% Review
Agency :
"¢ Operating Agency | ¢ Monthly ¢ Less than 100%
Review
" Sub-State Entity T Quarterly 7"t Representative
Sample
Confidence

Interva,

i Other T Ampually ™ Stratified
Specify: Describe Group:
Coniracted Enfity : o
W Other
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I Continuously and
Ongoing
. Other
Specify:
Data Aggregation and Anaiyéis:
Responsible Party for data Frequency of data aggregation and
ageregation and analysis (check each  jamalysis(check each that applies):
that applies):
ws State Medicaid Agency " Weekly
™ Operating Agency " Monthly
i Sub-State Entity o Quarterly
I Other 7 Annuaily

Specify:

", Continuously and Ongoing

... Other
Specify:

¢. Sub-Assurence: The State implements its policies and procedures for verifying that provider training is’
conducied in accordance with state requirements and the approved waiver.

For each performance measure the Siate will use to assess compliance with the statutory assurance,
complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregaled daia that will enable the State to
analvze and assess prooress toward the performance measwre. In this section provide information on the
method by which each source of data is analyzed statistically/deductively or inductivelv. how themes are
identified or conclusions drawn, and how recommendations are formulated_where appropriate.

Performance Measure:

QP-cli: The IME will measure the total number and percent of providers, specific
by waiver, that meet training requirements as cutlined in State regulations.
MNumerator = # of reviewed HCBS previders which did not kave a corrective action
plan issued related fo training; Derominator = # of HCBS waiver providers that
had a certification or periodic quality assurance review.

Data Source (Select one):

Record reviews, off-site

If 'Other" is selected, specify:

Provider's evidence of staff training and provider training policies. All certified

and periodic reviews are conducted on a 5 year cycle; at the end of {he cycle all
providers are reviewed..

| | |
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collection/generation
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Frequency of data
collection/generation
(check each that applies):

Sampling Approach
(check each that applics):

{check each that applies).

T State Medicaid T Weekly x 100% Review
Agency
I Operating Agency ~* Monthly . Less than 100%
Review
~. Sub-State Entity T Quarterly 7" Representative
Sample
Confidence
&/ Other 7 Annually . Stratified
Specify: Describe Group: |
Contracted Entity :
7" Continousty and . Other
Ongoing Specify:
[ Other
Specify: ...

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each
that applies):

Freguency of data aggregation and
analysis{check each that applies):

W State Medicaid Agency | T Weekly

. Operating Agency " Monthly

7 Sub-State Entity o Quarterly

"~ Other " Annualy
Specify:

. Continnously and Ongoing

I Other
Specify:
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ii. If applicabie, in the textbox below provide any necessary additional information on the strategies employed by
the State to discover/identify problems/issues within the waiver program, including frequency and parties
responsible.

The IME Provider Services unit is responsible for review of provider licensing, certification, background

checks of relevant providers, and determining compliance with provider service and business requirements prior
to initial enroliment and reenroliment.

All MCO providers must be enrolled as verified by EIME Provider Services.

The Home and Community Based Services (HCBS) quality oversight unit is responsible for reviewing provider
records at a 100% level over a three to five vear cycle, depending on certification or accreditation. If it is
discovered that providers are not adhering to provider training requirements, a corrective action plian is
implemented. If corrective action attempts do not correct noncompliance, the provider 1s sanctioned for
noncompliance and eventually disenrolied or terminated if noncompliance persists.

b. Methods for Remediation/Fixing Individual Problems

i. Describe the Staie’s method for addressing individnal problems as they are discovered. Inciude information
regarding responsible parties and GENERAL methods for problemn correction. In addition, provide information
on the methods used by the State to document these items.
If it is discovered by Provider Services Unit during the review that the provider is not compliant in one of the
enrollment and reenrollment state or federal provider requirements, the provider is required ic correct
deficiency prior to enroliment or reenroliment approval. Until the provider make these corrections, they are
neligible to provide services to waiver members. All MCC providers must be enrolled as verified by IME
Provider Services, so if the provider is no longer enrolled by the IME then that provider is no longer eligible to
enrol! with an MCO.

it is discovered during HCBS Quality Oversight Unit review that providers are not adhering to provider
training requirements, a corrective action plan i1s implemented. If corrective action attempts do not correct
noncompliance, the provider is sanctioned for noncompliance and evenmally disenrofled or terminated is
noncompliance persists.

(General methods for probiem correction at a systemic level include mformational letters, provider trainings,
collahoration with stakeholders and required changes in individual provider policy.,

ii. Remediation Data Aggregation
Remediation-related Data Aggregation and Analysis (including trend identificafion)

Frequency of data aggregation and anslysis
{check each that applies):

Responsible Party(check each that applies).

« State Medicaid Agency T Weekdy
" Operating Agency . Monthly
7" Sub-State Entity & Quarterly
« Other T Annually
Specify:

Contracted Entity and MCQOs

. Continuously and (Pngoing

. Other
Specify:

¢. Timelines
‘When the State does not have all elements of the Quality Improvement Strategy in place, provide timelines to design
methods for discovery and remediation related to the assurance of Qualified Providers that are currently non-operational.
# No
.. Yes
Piease provide a detailed strategy for assuring Qualified Providers, the specific timeline for implementing identified
strategies, and the parties responsible for its operation.
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Appendix C: Participant Services

C-3: Waiver Services Specifications

Section C-3 'Service Specifications' is incorporated info Section C-1 "Waiver Services.'

Appendix C: Participant Services
C-4: Additional Limifs on Amount of Watver Services

a. Additional Limits orn Amount of Waiver Services. Indicate whether the waiver employs any of the following
additional limits on the amount of waiver services (select one).

® Not applicable- The State does not impose a limit on the amount of waiver services except as provided in
Appendix C-3.

... Applicable - The State imposes additional [imits on the amount of waiver services.

When a Iimit is employed, specify: (a) the waiver services to which the Iimit applies; (b) the basis of the limit,
including its basis in historical expenditure/utilization patterns and, as applicable, the processes and methodologies
that are used to determine the amount of the limit to which z participant's services are subject; (¢) how the limit witl
be adjusted over the course of the waiver period; (d} provisions for adjusting or making sxceptions fo the lLimit
based on participant health and welfare needs or other factors specified by the staie; (¢) the safeguards that are in

effect when the amount of the limit is insufficient to meet a participant's needs; (£) how participants are notified of
the amount of the limit. (check each that applies)

" Limit(s) on Set(s) of Services. There is a limit on the maximum dollar amount of waiver services that is

anthorized for one or moie sefs of services offered under the waiver.
Furnish the information specified above.

- Prospective Individual Budget Amount. There is a fimit on the maximum dollar amount of waiver services
authorized for each specific participant.
Furnish the information specified above.

" Budget Limits by Level of Support. Based on an assessment process and/or other factors, participants are

assigned to funding levels that are limits on the maximum dollar amount of waiver services.
Furnish the information specified above.

. Other Type of Limit. The State employs another type of limit.
Describe the limit and furnish the information specified above.

Appendix C: Participant Services
C-5: Home and Community-Based Settings

Explain how residential and non-residential settings in this watver comply with federal HCB Setfings requirements at 42 CFR
447 301{c)(4)~«5) and associated CMS guidance. Include:
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1. Description of the settings and how they meet federal HCB Settings requirements, at the time of submission and in the
future.

2. Description of the means by which the state Medicaid agency ascertains that all waiver settings meet federal HCB
Setting requirements, at the time of this submission and ongoing.

Note instructions af Module 1, Attuchment #2, HCB Settings Waiver Transition Plan for description of settings that do not meet
requiremenis af the time of submission. Do not duplicate that information here.

Petailed information and timelines for the HCBS Settings project are inciuded in Atrachment #2 HCBS Settings. The Iowa
Medicaid Enterprise received initial CMS approval for lowa’s statewide HCBS fransition plan on August 10, 2016.
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Appendix D Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (1 of 8)

State Participant-Centered Service Plan Title:
Individual Service Plan

a. Responsibility for Service Plan Development. Per 42 CFR §441.301(b)2). specify who is responsible for the
development of the service plan and the qualifications of these individuals (select each that applies):
" Registered nurse, licensed to practice in the State

. Licensed practical or vocational nurse, acting within the scope of practice under State law
" Licensed physician (M.D. or D.O}

" Case Manager {qualifications specified in Appendix C-1/C-3)
i/ Case Manager (qualifications not specified in Appendix C-1/C-3).
Specifv qualifications:

In order for an Agency to meet the requirements of 44] Jowa Administrative Code 24 for case management
services, the Agency submits certification papers along with a provider application in order to be enrolled to
provide case management. An Agency that is accredited through the Commission on Accreditation of
Rehabilitation Facilities (CARF) for Case Management services must attach a current certification and most
recent CARY survey report. Per 441 lowa Administrative Code 24.1(225C), qualified case managers and
supervisors are required to have the foliowing qualifications: “(1) 2 bachelor’s degree with 30 semester hours or
equivalent quarter hours in a human services field (including, but not limited to, psychology, social work,
mental health counseling, marriage and family therapy, nursing, education, occupational therapy, and
recreational therapy) and at least one year of experience in the delivery of services to0 the population groups that
the person is hired as a case manager or case management supervisor to serve; or (2) an Iowa license to practice
as a registered nurse and at least three years of experience in the delivery of services to the population group the
person is hired as a case manager or case management SUpervisor to serve.

MCO

MCO community-based case managers develop service pans for members recetving HCBS waiver

services. MCOs community-based case managers are required to meet all of the qualifications, requirements,
and be accredited as specified in 441 lowa Administrative Code Chapter 24 regarding the accreditation of
providers of services to persons with mental illness, intellectual disability; and developmental disabilities.
Social Worker

Specify qualifications:

. Other
Specify the individuals and their qualifications:
Integrated Health Homes, through their Care Coordinators, are responsible for service planning functions for
those members enrolled with an IHH. IHII care coordinators must meet the requirements as outiined in the

approved Health Home SPA Attachment H, SPME: The Care Coordinator must be a BSW with an active
license, or BS/BA in the refated field.

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (2 of 8)

b. Service Plan Development Safeguards. Select one:

‘& Entities and/or individuals that have responsibility for service plan deveiopment may not provide
other direct waiver services to the participant.

i Enfities and/or individuals that have responsibility for service plan development may provide other
direct waiver services to the participant.
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The State has establishad the following safeguards to ensure that service plan development is conducted in the
best interests of the participant. Specify:

Appendix D: Participant-Centered Planning and Service Delivery
P-1: Service Plan Development (3 of 8)

¢. Supporting the Participant in Service Plan Development. Specify: (a) the supports and information that are made
avaitable to the participant (and/or family or legal representative, as appropriate) to direct and be actively engaged in
the service plan development process and (b) the participant's authority to defermine who is included in the process,

Information relaied to waiver services and general waiver descriptions are initially made available following receipt
of a waiver application. Service plans are then developed with the member and an interdisciplinary team, regardiess
of delivery system. Teams often consist of the member and, if appropriate, their representative; case manager,
health home coordinator, or community-based case manager; service providers; and other suppotting persons
selected by the member. During service plan development, the member and/or their representative is strongly
encouraged to engage in an informed choice of services, and 1s offered a choice of institutional or HCBS. Planning
is timely, occurs when convenient for the member, and 1s intended to reflect the member’s cultural considerations. If
the member chooses to self-direct services, an Independent Support Broker is provided to assist with budgeting and
employer functions.

The IME Member Services Unit remains available af all times, during normal business hours, to answer questions
and offer support to all Medicaid members. Further, the Member Services Unit distributes a quarierly newsletter in
effort to continually educate waiver members about services and supports that are available but may not have been
identified during the service plan development process.

For children ages 0 - 3 CM Comprehensive Assessment (or modified PIHH), for ages 4 — 20 interRAI - Chiid and
Youth Mental Health(ChYMH), and for ages 12 - 18 mterR Al - Adolescent Supplement (in addition to Ch'YMH) is
completed prior to the initial eligibility determination and yearly theveafter for fee-for-service (FFS) and MCO
members.

The fee-for-service person-centered planning processes must:

- Inclnde people chosen by the member;

- Include the use of team of professionals and non-professionals with adequate knowledge, training and expertise
surrounding community living and person-centered service delivery;

- Allow the member to choose which team member shall serve as the lead and the member’s main pomt of contact;
- Promote self-determination principles and actively engages the member;

- Provide necessary information and support to ensure that the member directs the process to the maximum extent
possible, and is enabled to make informed choices and decisions;

- Be timely and occur at times and locations of convenience fo the member;

- Reflect cultural considerations of the metnber and provide information in plain language and in a manner that is
accessible fo individuals with disabilities and persons who are limited English proficient, consistent with 42 CFR
435.905(b);

- Include strategies for solving conflict or disagreement within the process, including clear conflict-of-interest
suidelines for ali planning participants;

- Offer informed choices to the member regarding the services and supperts they receive and from whom;

- Include a method for the member te request updates to the plan as needed; and

- Record the alternative home and community-based settings that were considered by the member.

MCOs are contractualiy required to provide sapports and information that encourage members to direct, and be
actively engaged in, the service plan development process, and to ensure that members have the authority 1o
determine who is included In the process. Specifically, MCO person-centered planning processas must;

- Include people chosen by the member;

- Include the use of team of professionals and non-professionals with adequate knowledge, training and expertise
surrounding community living and person-centered service delivery;
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- Allow the member 1o choose which team member shall serve as the lead and the member’s main point of contact;
- Promote self-determination principles and activelv engages the member;

- Provide necessary mformation and support to ensure that the member directs the process to the maximum extent
possible, and is enabled to make mformed choices and decisions;

- Be timely and occur at times and locations of convenience fo the member;

- Reflect cultural considerations of the individual and provide information in plain language and in a2 manner that is
accessible to individuals with disabilities and persons who are limited English proficient, consistent with 42 CFR
435.905(b);

- Include strategies for solving conflict or disagreement within the process, including clear conflict-of-interest
guidelines for all planning participants;

- Offer informed choices to the member regarding the services and supports they receive and from whom;

- Inciude a method for the member to request updates to the plan as needed; and Record the alternative home and
community-based settings that were considered by the member.

Appendix D: Participant-Centered Plannring and Service Delivery

D-1: Service Plan Development (4 of 8)

d. Service Plan Development Process. In four pages or iess, describe the process that is used to develop the participant-
centered service plan, including: {a} who develops the plan, who participates in the process, and the timing of the
plan; (b) the types of assessments that are conducted to support the service plan development process, including
securing information about participant needs, preferences and goals, and health status; (¢) how the participant is
informed of the services that are available under the waiver; (d) how the plan deveiopment process ensures that the
service plan addresses participant goals, needs (including health care needs), and preferences; (e) how watver apd
other services are coordinated; (f} how the pilan development process provides for the asstgnment of responsibilities to
implement and monitor the plan; and, {g) how and when the plan is updated, inciuding when the participant's needs
change. State laws, regulations, and policies cited that affect the service plan development process are available to
CMS upon reguest through the Medicaid agency or the operating agency (if applicable):

For fee-for-service members, service plans are developed by the member; case manager or health home coordinator;
and an interdisciplinary team. Planning meetings are scheduled at times and locations convenient for the member.
The service plan must be completed prior {o services being delivered and annually thereafier, or whenever there is a
significant change in the member’s situation or condition. The case manager or health home coordinator receives the
assessment and level of care determination from medical services, A summary of the assessment becomes part of the
service plan. The case manager or health home coordinator uses information gathered from the assessment and then
works with the member o identify individual and family strengths, needs, capacities, preferences and desired
outcomes and health status and risk factors. This is used to identify the scope of services needed.

Note: For both FFS and managed care enrollees, the types of assessments used are identified in Appendix B-6-2.

The case manager or health home coordinator informs the member of all available non-Medicaid and Medicaid
services including waiver services. There are watver informational brochures available to share with members and
their parents/guardians. Brochures are available at each of the DHS county offices. Information is alsc available on
the IME and MCO websites. The brochures inclode information on eligibility, service descriptions, and the
application process. Once a member has been grated waiver eligibility and has a case manager, health home
coordingtor, or community-based case manager assigned, a more detailed review of services and providers that are
available in the area occurs as part of the planning process for developing a member’s plan of care.

The member and the interdisciplinary team choose services and supports that meet the member’s needs and
preferences, which become part of the service plan. Service plans must:

- Reflect that the setting in which the member resides is chosen by the member;

- Reflect the member’s strengths and preferences;

- Reflect the clinical and support needs as identified through the needs assessment;

- Include individually identified goals and desired outcomes which are observable and measurable;

- Include the interventions and supports needed to meet member’s goals and incremental action steps as appropriate;
- Reflect the services and supports, both paid and unpaid, that will assist the member to achieve identified goals, the
frequency of services and the providers of those services and supports, including natural suppoits;

- Include the names of providers responsible for carrving out the mterventions or supports including who 1s
responsible for implementing each goal on the plan and the timeframes for each serviee;

https://wms-mmdl.cms.gov/WMS/faces/protected/35/print/PrintSelector.jsp 4/5/2018



Appendix D: Waiver Draft [A.013.02.00 - Jul 01, 2018 Page 4 of 18

- Include the identified activities to encourage the member to make choices, to experience a sense of achievement,
and to modify or continue participation in the service plan;

- Include a description of any restrictions of the member’s rights, inciuding the need for the restriction and a plan to
resiore the rights (for this purpose, rights include maintenance of personat funds and self-administration of
medications};

- Reflect risk factors and measures in piace to minimize them, including individualized back-up plans and strategies
when needed;

- Include a plar: for emergencies;

- Be understandabie to the member receiving services and supports, and the member’s important in supporting him or
her;

- ldentify the individual and/or entity responsible for monitoring the plan;

- Be finalized and agreed to, with the informed consent of the member in writing, and signed by all individuals and
providers responsible for its implementation;

- Be distributed fo the member and other people involved in the plan;

- Prevent the provision of unnecessary or inappropriate services and supports.

The case manager or health home coordinator will be responsibie for coordination, monitoring and overseeing the
implementation of the service plan including Medicaid and non-Medicaid services. If a member chooses to sclf-
direct, the member with the help of 2 case manager or health home coordinator identifies who will be providing
Independent Support Broker Services.

For MCO members, service plans are developed through a person-centered planning process led by the member,
with MCO participation, and representatives included in a participatory role as needed and/or defined by the
member. Planning meetings are scheduled at times and locations convenient for the member. A team is established
to identify services based on the member’s needs and desires, as well as availability and appropriateness of
services. The team is also responsible for identifying an emergency backup support and crisis response system to
address problems or issues arising when support services are interrupted or delayed, or when the member’s needs
change. Service plans are completed prior fo services being delivered, and are reevaluated at least annually,
whenever there is a significant change in the member’s situation or condition, or at a member’s request.

In accordance with 42 CFR 441.301 and 441 Iowa Administrative Code Chapters 90.5(1)b and 83, MCOs must
ensure the service plan reflects the services and supports that are important for the member to meet the needs
identified through the needs assessment, as well as what is important to the member with regard to preferences for
the delivery of such services and supports. The service plan must reflect the member’s needs and preferences and
how those needs will be met by a combination of covered services and available community supports. The service
planning process must address the full array of medical and nop-medical services and supports provided by the MCO
and available in the community to ensure the maximum degree of imegration and the best possible health outcomes
and participant satisfaction. Services plans must;

- Reflect that the setting in which the member resides is chosen by the member;

- Reflect the member’s strengths and preferences;

- Reflect the clinical and support needs as identified through the needs assessment;

- Include individually identified goals and desired owtcomes which are observable and measurable;

- Include the interventions and supports needed to meet member’s goals and incremental action steps as appropriate;
- Reflect the services and supports, both paid and unpaid, that will assist the member to achieve identified goals, the
frequency of services and the providers of those services and supports, including natural supports;

- Include the names of providers responsible for carrying out the interventions or supports including who is
responsible for mplementing each goal on the plan and the timeframes for each service;

- Include the identified activities to encourage the member to make choices, to experience a sense of achievement,
and to modify or continue participation in the service plan;

- Include a description of any reswictions on the member’s rights, including the need for the restriction and a plan to
restore the rights (for this purpose, rights include maintenance of personal funds and self-administration of
medications);

- Reflect risk factors and measures in place to minimize them, including individualized back-up plans and strategies
when needed;

- Include & plan for emergencies;

- Be understandable to the member receiving services and supports, and the members important in supporting him or
her;
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- Identify the individual and/or entity responsible for monitoring the plan;

- Be finalized and agreed to, with the informed consent of the member in writing, and signed by all individuals and
providers responsible for its implementation;

- Be distributed to the member and other people involved in the plan;

- Prevent the provision of unnecessary or inappropriate services and suppaorts.

MCO members have appeal rights, including access to 2 State Fair Hearing after exhausting the MCO appeal
process. Members can continue services while an appeal decision is pending, when the conditions of 42 CFR
438.420 are met. MCOs are contractually required to implement a comprehensive strategy to ensure a seamless
transition of services during program implementation. Further, MCOs are required to develop and maintain, subject
to IDHS approval, a strategy and timeiine within which all waiver members wiil receive an in-person visit from
appropriate MCO staff and an updated needs assessment and service plan. Services may not be reduced, modified or
terminated in the absence of an up-to-date assessment of needs that supports the reduction, modification or
termination. Changes to these must receive DHS prior approval. '

Appendix P: Participant-Centered Planning and Service Delivery

B-1: Sewice Plan Development (5 678)

e. Risk Assessment and Mitigation. Specify how potential risks to the participant are assessed during the service pian
development process and how strategies to mitigate risk are incorporaied into the service plan, subject to participant
needs and preferences. In addition, describe how the service plan development process addresses backup plans and
the arrangements that are used for backup.

During the evaluation/reevaluation of level of care, risks are assessed for FFS members by a case manager or
integrated health home care coordinator, and for MCO members by their respective MCO, using the assessment
tools destgnated in B-6e. The agsessment becomes part of the service plan and any risks are addressed as part of the
service plan development process. The comprehensive service plan must identify an emergency backup support and
crisis response system io address problems or issues arising when support services are interrupted or delayed or the
member’s needs change. In addition, providers of applicable services shall provide for emergency backup staff. AH
service plans must include a plan for emergencies and identification of the supports available to the participant in an
Emergency.

Emergencies are those situations for which no approved individual program plan exists and which, if not addressed,
may result in injury or harm to the participant or other persons or significant amounts of property damage. The
service plan must identify an emergency backup support and crisis response system to address problems or issues
arising when support services are interrupted or delayed or the member’s nseds change. In addition providers of
applicable services shall provide for emergency backup staff.

Emergency plans are developed on the following basis:

- Providers must provide for emergency, back-up staff in applicable services.

- Interdisciplinary teams must identify in the service plan, as appropriate for the individual member health and safety
issues based on information gathered prior to the team meeting, including a risk assessment. This information is
incorporated into the service plan.

- The team identifies an emergency backup support and crisis response system to address problems or issues arising
when support services are interrupted or deiayed, or the member’s needs change.

The IME has developed a computer program named the Individualized Services Information System (ISIS) to
support HCBS programs. For fee-for-service members, this system assists the Medicaid Agency and the case
manager or health home coordinator with tracking information, and monitoring and approving the service plan.
Through 1818, the case manager or health home coordinator authorizes service and service payments on behalf of the
member. There are certain points in ISIS process that require contacting the designated DHS ceniral office
persomnel. The case manager and health home coordinator are respensible for the development the service plar and
the service plan is authorized through ISIS, which is the Medicaid Agency. {Refer to appendix A and H for ISIS
system processes.)

MCOs have processes to ensure the necessary risk assessments and mitigation plans are completed and made
available to all parties.
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Appendix I: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (6 o7 8)

f. Informed Choice of Providers. Describe how participants are assisted in obtaining information about and selecting
from among qualiified providers of the waiver services in the service plan.

While information about qualified and accessible providers is available to members through the IME website, MCO
website, and/or MCO member services call center, the case manager, health home coordinator, or community-based
case manager first identifies providers to the member and their mterdisciplinary team during the person-centered
service planning process. Members are encouraged to meet with available providers before making a selection, and
members are not restricted to choosing providers within their community. Informatior about qualified and accessible
providers 1s also available to members through their case manager, health home coordinator, community-based case
manager, IME website, and/or MCO website. If an MCO is unable to provide services to a particular member using
contract providers, the MCO is required to adequately and timely cover these services for that member using non-
contract providers, for as long as the MCQO’s provider network is unable to provide them.

The MCOs are responsible for authorizing services for out-of-network care when they do not have an in-network
provider available within the contractually required time, distance and appointment availability standards. The
MECO is responsible for assisting the member in locating an out-of-network provider, authorizing the service and
agsisting the member in accessing the service. The MCO will also assist with assuring contimuity of care when an in-
network provider becomes available. To ensure robust provider networks for members to choose from, MCOs are
not permitted to close provider networks until adequacy is fully demonstrated to, and approved by, the State. Further,
members will be permitied to change MCOs to the extent their provider does not ultimately contract with their
MCO. Fmally, MCOs are required to submit to the Staie on a regular basis provider network reports including, but
not limited to network gec-access reports, 24- hour availability audit reports, provider-credentialing reports,
subconiractor compliance summary reports, and provider helpline performance reports.

Appendix [): Participant-Centered Planning and Service Delivery

B-1: Service Plan Development (7 of 8

g. Process for Making Service Plan Subject to the Approval of the Medicaid Agency. Describe the process by which
the service plan is made subject to the approval of the Medicaid agency in accordance with 42 CFR §441.301(b) 1)(3):

DHS has developed a computer program named the Individualized Services Information System (ISIS) to support
HCBS programs. This system assists DHS with tracking information, monitoring, and approving service plans for
fee-for-service members. (Refer to appendix A and H for ISIS system processes.}) On a monthly basis, the IME
MSU conducts service plan reviews. The selection size for the waiver has a 95% confidence level. This info 1s
reported to CMS as part of lowa’s performance measures. The State retains oversight of the MCO service plan
process through a variety of monitoring and oversight strategies as described in Appendix D — Quality Improvement:
Service Plan section. ISIS will only be utilized for fee-for-service members and quality data for managed care
participants will be provided by the MCQOs.

Appendix D: Participant-Centered Planning and Service Delivery
B-1: Service Plan Development (8 of 8)

h. Service Plan Review and Update. The service plan is subject to at least annual periodic review and update to assess
the appropriateness and adequacy of the services as participant needs change. Specify the minimum schedule for the
review and update of the service pian:

Every three months or more freqnently when necessary
Every six months or more frequently wher necessary
% Every twelve months or more frequently when necessary

*_* Other schedule
Specifv the other schedule:
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i. Maintenance of Service Plan Forms. Written copies or electronic facsimiles of service plans are maintained for a
minimum period of 3 years as required by 45 CFR §92.42. Service plans are maintained by the following (check each
that applies):

+ Medicaid agency

Targeted Case managers, or health home coordinators, maintain fee-for-service member service plans. MCO
community-based case managers maintain MCO member service plans.

Appendix D: Participant-Centered Planning and Service Delivery
D-21: Service Plan Implementation and Monitoring

a. Service Plan Implementation and Monitoring. Specify: (a) the entity (entities) responsible for monitoring the
implementation of the service plan and participant health and welfare; (b) the monitoring and follow-up method(s)
that are used; and, (c) the frequency with which monitoring is performed.

FFS Members

DHS is responsible for monitoring the implementation of the service plan and the health and welfare of fee-for-
service members, including:

- Monitoring service utilization.

- Making at least one contact per month with the member, the member’s legal representative, the member’s family,
service providers, or another person, as necessary to develop or monitor the treatment plan.

- Make a face-to-face contact with the member at least once every three months.

- Participating in the development and approval of the service plan in coordination with the interdiscipiinary team at
least annually or as needs change. If services have not beer: meeting member’s needs the plan is changed to meet
those needs. The effectiveness of the emergency backup plan is also addressed as the service plan is developed.

The member is encouraged during the time of the service plan development to call the case manager or health home
coordinator if there are any probiems with either Medicaid or non-Medicaid services. The case manager or health
home coordinator will then follow up to solve any problems. Monitoring service utilization includes verifying that:
- The member used the waiver service at least once a calendar quarter.

- The services were provided in accordance with the plan.

- The member is receiving the level of service needed.

The ISIS sysiem is also used to assist with fracking information, monitoring services, and assuring services were
provided to fee-for-service members. If the member is not receiving services according to the plan or not receiving
the services needed, the member and other mierdisciplinary team members and providers are contacted immediately.

HCBS specialists monitor the health and welfare, service plan implementation, and case manager or health home
coordinator involvement during the home and community quality assurance review process. Members are asked
about thelr choice of provider, whether or not the services are meeting their needs, whether staff and care
coordinators are respecting their choice and dignity, if they are satisfied with their services and providers, or whether
they feel safe where they receive services and live.

HICBS specialists also review the effectiveness of emergency back-up and crisis plans. These components are
monitored through quakity oversight reviews of providers, member satisfaction sarveys, complaint investigation, and
critical incident repott follow-up. All providers are reviewed at least once over a five-year cycle and members are
surveved at a 95% confidence level. Information about monitoring results are compiled by the HCBS Cuality
Assurance and Technical Assistance Unit on a quarterly basis. This information is used to make recommendations
for improvements and training.

The IME MSU also conducts quality assurance reviews of member service plans at a 93% confidence level. These
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reviews focus on the plan development, implementation, monitoring, and documentation that is completed by the
case manager or health home coordinator. All service plans reviewed are assessed for member participation, whether
the member needs are accurately identified and addressed, the effectiveness of risk assessments and crisis plans,
member access to waiver and non-waiver services, as well as coordination across providers to best serve the
member’s needs. Information about monitoring results are compiled by the IME MSU on a quarterly basis. This
information is used to make recommendations for improvements and training.

MCO Members

MCQs are responsibie for monitoring the implementation of the service plan, including access to wajver and nen-
waiver services, the quality of service delivery, and the health, safety and welfare of members and choice of
providers. After the initiation of services identified in a member’s service plan, MCOs monitor the provision of
services, to confirm services have been initiated and are being provided on an ongoing basis as authorized in the
service plan. At minimum, the commenity based case manager must contact members within five business days of
scheduled mitiation of services to confirm that services are being provided and that member’s needs are being

met. At a minimum, the community-based case manager shall contact 1915(c) HCBS waiver members at ieast
monthly either n person or by telephone with an mterval of at least fourteen (14) calendar days between contacts.
Members shall be visited in their residence face-to-face by their care coordinator at least guarterly with an interval of
at least sixty (60} days between visits.

MCOs also identify and address service gaps and engure that back-up plans are being implemented and are
functioning effectively  If problems are identified, MCOs complete a self-assessment to determine what additional
supports, if any, could be made available to assist the member. MCOs must develop methods for prompt follow-up
and remediation of identified problems; policies and procedures regarding required timeframes for follow-up and
remediation must be submitted to DHS for review and approval. Finally, any changes to a member’s risk are
identified through an update to the member’s risk agreement. MCOs must report on monitoring results to the State.

In the event of non-compliance with service plan timelines, the MCO must: (i) immediately remediate all individual
findings identified throwgh its monitoring process; (i) track and trend such findings and remediation to identify
systemic issues of marginal performance and/or non-compliance; (iii) implement strategies to improve conumunity-
based case management processes and resolve areas of non-complance or member dissatisfaction; and (iv) measure
the success of such strategies in addressing identified issues.

If the MCO fails to develop a plan of care for HCBS waiver enroliees within the timeframe mutually agreed upon
between the MCO and the Agency in the course of Contract negotiations the MCO will be assessed a noncompliance
fee of $315 per occurrence.

b, Monitoring Safeguards. Select one:

‘& Entities and/or individuals that have responsibility to monitor service plan implementation and
participant health and welfare may not provide other direct waiver services io the participant.

. Entities and/or individuals that have responsibility to monitor service plan implementation and
participant health and welfare may provide other direct waiver services to the participant.
The Staie has established the following safeguards to ensure that monitoring is conducted in the best mterests of
the participant. Specify:

Appendix D: Participant-Centered Planning and Service Delivery
Quality Improvement: Service Plan

As a distinct component of the State's guality improvement strategy, provide information in the following fields o detail the
State’s methods for discovery and remediation.

a. Methods for Discovery: Service Plan Assurance/Sub-assurances

The state demonstrates it has designed and implemented an effective system for reviewing the adequacy of service
plans for waiver participants.
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i. Sub-Assurances:

a. Sub-assurance: Service plans address all participants’ assessed needs (including health and safety
risk factors) and personal goals, cither by the provision of waiver services or through other means.

Performance Measuares

For each performance measuye the State will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following, Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data thar will enable the State
to analvze and assess progress toward the performance measure. In this secfion provide information
on the method by which each source of data is analvzed statistically/deductively or inductively, how
themes are idemtified or conclusions drawn, and how recommendations are formulated where
appropriate.

Performance hMeasure:

SP-a: The IME shall measure the number and percent of service plans that
accurately refiect the member's assessed needs. The assessed needs must include,
al 2 minimum, personal goals, health risks, and safety risks. Numerator = # of
service plans that address ail member assessed needs including health and safety
risks, and personal geals. Denominator = # of reviewed service plans.

Data Source (Select one);

Record reviews, off-site

If'Other’ s selected, specify:

erson-centered plans and the results of the department approved assessment

Responsible Party for | Frequency of data Sampling Approach
data coliection/generaiion {check each that applies):
coliection/generation (check each that applies):
(check each that applies).
I State Medicaid T Weekly T 100% Review
Agency
" Operating Agency | «/ Monthly « Less than 100%
Review
™ Sub-State Entity 7" Quarterly »/ Representative
Sample
Confidence
Interval =
5%
& Other I Anpually I Stratified
Specify: Describe
Conifracted Entity G

and MCOs

I Continuously and " Other
Ongoing Specify:
- Other

_Specify:
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Responsible Party for data
aggregation and analysis (check each
that applies):

Frequency of daia aggregation and
analysis{check each that applies):

o State Medicaid Agency

7 Weekly

% Operating Agency

! Monthly

«f. Quarterly

... Otber

T Annually

Page 10 of 18

Specify:

T Continueusly and Ongoing

© Other
Specify:

b. Sub-assurance: The State monitors service plan development in accordance with its policies and
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procedures.
Performance Measures

For each performance measure the Siate will use to assess compliance with the statutory assurance {or
sub-assurance), complete the following. Where possible, include numerator/denominaior.

For each performance measure, provide information on the ageregated data that will enable the Siate
to analvze and assess progress loward the performance measure. in this section provide information
on the method bv which each source of data is analvzed siatisticallv/deductively or induciively, how
themes are identified or conclusions drawn, and how recommendations are formulated, where

appropriate.

. Sub-assurance: Service pluns are updated/revised at least annually or when warranted by changes
in the waiver participant’s needs.

Performance Measures

For each performance measure the State will use 1o assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denomincaior.

For each performance measure,_provide information on the aggresated dota that will enable the State
to anglyze and assess progress toward the performance measure. In this section provide information
on the method by which each source of data is analvzed statisticallv/deductively or inductively,_how
themes are identified or conclusions drawn_and how recommendations are formulated where
appropriate.

Performance Measure:

SP-c2: The IME will measure the number and percent of service plans which are
updated on or before the member's annual due date. Numerator = # of service
plans updated prior to due date; Denominator =# of service plans reviewed.
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Data Source (Select one):
Record reviews, off-site
I'Other' is selected, specify:
erson-centered plans and the results of the department approved assessment

Responsibie Party for | Freguency of data Sampling Approach
data collection/generation (check each that applies):
coliection/generation (check each that applies).
{check each that applies).
' State Medicaid " Weekly T H00% Review
Agency
I Operating Agency | + Monthly o Less than 100%
Review
I Sub-State Entity " Quarterly «+ Representative
Sample
Confidence
Interval =
5%
¢ Other " Annually T Stratified
Specify: Describe
contractor entity and GIOUR: o
MCOs :
" Continuously and ™ Othier
Ongoing Specify: |
" Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each jamnalysis{check each that applies):
that applies):

7 State Medicaid Agency T Weekly

T Operating Agency " Monthly

" Sub-State Entity " Quarterly

... Other " Annually

Specify:

T Continuously and Ongoeing

8 Other
Specify:
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Responsibie Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis{check each thai applies):
that applies):

Performance Measure:
SP-c1: The IME will measure the number and percent of service plans which
were revised when warranted by a change in the member’s needs. Numerator =#

of service plans updated or revised when warranted by changes to the member’s
needs. Derominator = # of reviewed service plans.

Data Source {Select one):

Record reviews, off-site

If 'Other' 1s selected, specify:

erson-centered plans and the results of the department approved assessment

Responsible Party for | Frequency of data Sampling Approach
data coliection/generation (check each that applies):
collection/generation (check each that applies):
(check each that applies):
. State Medicaid . Weekly 7 100% Review
Agency
T Operating Agency | .+ Monthiy ¢ Less than 100%
Review
" Sub-State Entity . Quarterly « Representative
Sample
Confidence
Interval =
5%
= Other " Annpually [ Stratified
Specify: Describe
Contracted Entity Group: .. .
and MCOs Y
" Continuously and T Other
Ongoing Specify: .
... Other
Specify:

Data Agoregation and Analysis:

Responsible Party for data Freguency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):

/' State Medicaid Agency T Weekly

.. Operating Agency " Monthhy
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Responsibie Party for data Frequency of data aggregation and
aggregation and analysis (check each | anabysis(check each that applies):
that applies):
" Sub-State Enfity +f Quarterly
" Other " Annuaily
Specify:

™ Continuously and Ongoing

™ Other
Specify:

d. Sub-assurance: Services are delivered in accordance with the service plan, inciuding the type, scope,
amount, duration end frequency specified in the service plan.

Performance Measures

For each performance measure the State will use to assess compliance with the statutory assurance {or
sub-assurance}, complete the following, Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated datg that will enable the State
to analyze and assess progress loward the performance measure. In this section provide information
on the method by which each sowrce of data is analvzed statistically/deductively or inductively, how
themes are identified or conclusions drawn, and how recommendations are formulaied where
appropriate.

Performance Measure:

SP-di: The IME will measure the # and percent of members' service plans that
identify ali the following elements: * amount, duration, and funding sources of alf
services * all services authorized in the service plan were provided as verified by
supporting documentation. Namerator: # members receiving services authorized
in their service plan; Denominaior =# of service plans reviewed.

Data Source (Select one):

Record reviews, off-site

If 'Other’ 1s selected, specify:

Service plans are requested from the case managers, with service provision
documentation requesied from providers.

Respounsible Party for | Frequency of data Sampling Approach
data collection/generation {check each that applies):
colfection/generation {check each that applies):
(check each that applies):
7 State Medicaid . Weekly T 100% Review
Agency
™ Operating Agency | /4 Monthly »' Less than 100%
Review
7" Sub-State Entity [ Quarterly ¢ Representative
Sample
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Confidence
Interval =
%
o Other T Anmually " Stratified
Specify: Describe
Contracted Entity Growp: |

and MCOs

" Continuously and " Other

Ongoing Specify:
" Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each }analysis(check each that applies):
that applies):

o/ State Medicaid Agency C 7 Weekly

" Operating Agency “ Monthly

" Sub-State Entity ~# Quarterly

T Orther . Annually

Specify:....

" Continuously and Ongoing

7 Other
Specify:

e. Sub-assurance: Participants are afforded choice: Between/among waiver services and providers.
Performance Measures

For each performance measure the State will use to assess compliance with the statutory assurance {or
sub-assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aeeregated datg that will enable the Siate
to analyze and assess progress toward the performance measure. In this section provide information
on the method by which each source of data is analvzed statistically/'deductively or inductivelv, how
themes are identified or conclusions drawn,_and how recommendations are formulaied_where

appropriate.
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Performance Measure:

Jul 01, 2018

SP-el: The IME will measure the number and percentage of members from the
HCRBS IPES who responded that they had a choice of services. Numerator =# of
IFES respondents who stated that they were a part of pianning their services;
Denominator = # of IPES respondents that answered the question asking if they
were a pari of planning their services.

Data Source {Select one):

Analyzed coliected data (incleding surveys, focus group, interviews, etc)
If 'Other’ is selected, specify:
FFS HCRS UNIT QA survey data and MCQO IPES databases

Responsible Party for
data
coliection/generation
{check each that applies):

Frequency of data
collection/generation
{check each that applies):

Sampling Approach
{check each that applies):

" State Medicaid T Weekly + 100% Review
Agency
. Operating Agency | '/ Monthly " Less than 100%
Review
. Sub-State Entity 7" Quarterly . Representative
Sample
Confidence
Inferval=
w# Other o Anoually T Stratified
Specify: Drescribe
Medicaid contractor Group:
entity and MCQ '
" Continuously and " Other
Ongoeing Specify
o Other
Specify

Data Aggregation and Analysis:

Responsible Party for data

aggregation and amalysis (check each

Frequency of data aggregation and
analysis{check each thai applies).

that applies):
w State Medicaid Agency 7 Weekly
.. Operating Agency " Monthly

7 Sub-State Entity

" Other
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Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis{check each thar applies):
that applies):

Specify:

" Continuously and Ongoing

. Other
Specify:

Performance Measure:

SP-e2: The IME will measure the number and percentage of service plans from
the HCBS QA survey review that indicated the member had a choice of providers.
Numerator: The total number of service plans reviewed which demonstrate
choice of HCBS service providers; Denominator: The total number of service
plans reviewed.

Data Source (Select one):

Record reviews, off-site

If 'Other’ is selected, specify:

FFS QA review of service plan stored in OnBase. MCO review service plans
available through their systems. :

Responsible Party for | Frequency of data Sampling Approach
data collection/generation {check each that applies):
coliection/generation {check each that applies).

{check each that applies):

T State Medicaid i Weekly T 100% Review
Agency

. Operating Agency | o/ Monthly o Less than 100%

Review
" Sub-State Entity I Quartertly ~ Representative
Sample
Confidence
Interval =
5%

» Other ‘" Annunaliy T Strafified
Specify: Describe
contracted entity Group:
and MCO :

i Continuousty and m Other

Ongoing Specify:
- Other

Specify:
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Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analbysis (check each | analvsis(check each that applies).
that applies):

wf State Medicaid Agency T Weekly

. Operating Agency . Monthly

7t Sub-State Entity . Quarterly

. Other _: Annually

Specify:

Continuonsly and Ongoing

™ Other
Specify:

ii. If applicable, in the textbox beiow provide any necessary additional information on the straiegies employed by
the State to discover/identify problems/issues within the waiver program, including frequency and parties
responsible.

The Medical Services Unit utilizes criteria to grade each reviewed service plan component. If it is determined
that the service plan does not meet the standards for component(s}, the case manager is notified of deficiency
and expectations for remediation. MCOs are responsible for oversite of service plans for their members.

The HCBS Quality Oversight Unit has identified questions and answers that demand additional attention.
These questions are considered urgent in nature and are flagged for follow-up. Based on the responses to
these flagged questions, the HCBS mterviewer performs education to the member at the time of the inferview
and requests additional information and remediation from the case manager.

General methods for problem correction at a systemic level include informational letters, provider training,
collaboration with stakeholders and changes in policy.

b. Metheds for Remediation/Fixing Individual Problems
i. Describe the State’s method for addressing individual problems as they are discovered. Include information
regarding responsible parties and GENERAL methods for problem correction. In addition, provide
information on the methods used by the State to document these items.
The Medical Services Unit utilizes criteria to grade each reviewed service plan component. If it is determined
that the service plan does not meet the standards for component(s), the case manager 1s notified of deficiency
and expectations for remediation. MCOs are responsible for oversite of service plans for their members.

The HCBS Quality Oversight Unit has identified questions and answers that demand additional attenfion.
These questions are considered urgent in nature and are flagged for follow-up. Based on the responses to
these flagged guestions, the HCBS interviewer performs education to the member at the time of the nterview
and requests additional information and remediation from the case manager.

General methods for problem correction at a systemic level include informational letiers, provider training,
collaboration with stakeholders and changes in policy.

ii. Remediation Data Aggregation
Remediation-related Data Aggregation and Analysis (including trend identification)
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Responsible Party/check each that applies):

Freqguency of data aggregation and analysis

{check each that applies):

W State Medicaid Agency

T Weekly

. Operating Agency

" Monthly

7 Sub-State Entity

wt Quarterly

« Other
Specify:

Contracted Entify and MCOs

. Continuously and Ongoing

. Other
Specify:

c. Timelines
When the State does not have all elements of the Quality Improvement Strategy in place, provide timelines fo design
methods for discovery and remediation related o the assurance of Service Plans that are currentty non-operational.

% No

<7 Yes

Please provide a detailed strategy for assuring Service Plans, the specific timeline for implementing, identified
strategies, and the parties responsible for its operation.
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Appendix E: Participant Direction of Services

Applicability (from Application Section 3, Components of the Waiver Request):

' Yes. This waiver provides participant direction opportunities. Compiete the remainder of the Appendix.
. No. This waiver does not provide participant direction opportunities. Do not complete the remainder of the
Appendix.

CMS wrges states to afford all waiver participants the opportunity to direct their services. Participant direction of services
includes the participant exercising decision-making authority over workers who provide services, a participani-managed
budget or both. CMS will confer the Independence Plus designation when the watver evidences a strong commitment to
participant direction.

Indicate whether Independence Plus designation is requested (select one):

7 Yes. The State requests that this waiver be considered for Independence Plus designation.

" No. Independence Plus designation is not requested.

Appendix E: Participant Direction of Services
E-1: Overview (1 of 13)

Answers provided in Appendix E-0 indicate that you do not need to submit Appendix E.

Appendix E: Participant Direction of Services
E-1: Overview (2 of 13)

Answers provided in Appendix E-0 indicate that you do not need to submit Appendix E.

Appendix E: Participant Direction of Services
E-1: Overview (3 of 13)

Answers provided in Appendix E-0 indicate that you do not need te submit Appendix E.

Appendix E: Participant Direction of Services
E-1: Overview {4 of 13)

Answers provided in Appendix E-0 indicate that you do not need io submit Appendix E.

Appendix E: Participant Direction of Services
E-1: Overview (5 of 13)

Answers provided in Appendix E-0 indicate that vou do not need to submit Appendix E.

Appendix E: Participant Direction of Services
E-1: Overview (6 of 13)

Answers provided in Appendix E-0 indicate that you do not need io submit Appendix E.

https://wms-mmd}.cms.gov/WMS/faces/protected/3 5/print/PrintSelector jsp /5/2018



Appendix E: Waiver Draft JA.013.02.00 - Jul 01, 2018

Appendix E: Participant Direction of Services

Page 2 of 3

E-1: Overview (7 of 13)

Answers provided in Appendix E-0 indicate that you do not need to submit Appendix E.

Appendix E: Participant Direction of Services

E-1: Overview (8 of 13}

Answers provided in Appendix E-G indicate that you do not need to submit Appendix E.

Appendix E: Participant Direction of Services

E-1: Overview (9 of 13)

Answers provided in Appendix E-0 indicate that you do not need to submit Appendix E.

Appendix E: Participant Direction of Services

E-1: Overview (10 of 13)

Answers provided in Appendix E-0 indicate that you do not need to submit Appendix E.

Appendix E: Participant Direction of Services

E-1: Overview (11 of 13)

Amnswers provided in Appendix E-{ indicate that you do not need to submit Appendix E.

Appendix E: Participant Direction of Services

E-1: Overview (12 of 13)

Answers provided in Appendix E-0 indicate that you do not need to submit Apperdix E.

Appendix E: Participant Direction of Services

E-1: Overview (13 of 13}

Answers provided in Appendix E-0 indicate that you do not need to submit Appendix E.

Appendix E: Participant Direction of Services

E-2: Opportunities for Participant Direction (1 of 6)

Answers provided in Appendix E-0 indicate that you do not need to submit Appendiz E.

Appendix E: Participant Direction of Services

E-2: Opportunities for Participant-Direction (2 of 6)

Amnswers provided in Appendix E-0 indicate that you do not need to sebmit Appendix E.

Appendix E: Participant Direction of Services

E-2: Opportunities for Participant-Irirection (3 of 6)

Answers provided in Appendix E-C indicate that you do not need to submit Appenrdix E.
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Appendix E: Participant Direction of Services
E-2: Opporturities for Participant-Direction {4 of 6)

Answers provided in Appendix E-0 indicate that you do not need to submit Appendix E.

Appendix E: Participant Direction of Services
E-2: Opportenities for Participant-Direction (5 of 6)

Amnswers provided in Appendix E-( indicate that you do not need to submit Appendix E.

Appendix E: Participant Direction of Services
E-2: Opportunities for Participant-Direction (6 of 6)

Answers provided in Appendix E-0 indicate that vou do not need to submit Appendix E.

https://wms-mmdl.cms.gov/WMS/faces/protected/3 5/print/PrintSelector jsp 4/5/2018



Appendix F: Waiver Draft 1A.013.02.00 - Jul 01, 2018 Page 1 of 6

Appendix F: Participant Rights
Appendix F-1: Opportunity toc Request a Fair Hearing

The State provides an opportunity to request a Fair Hearing under 42 CFR Part 431, Subpart E to individuals: {(a) who are not
given the choice of home and community-based services as an alternative to the institutional care specified in [tem 1-F of the
request; (b) are denied the service(s) of their choice or the provider{s) of their choice; or, (c) whose services are denied,
suspended, reduced or terminated. The State provides notice of action as required in 42 CFR §431.210.

Procedures for Offering Opportunity to Request a Fair Hearing. Describe how the individual (or his/her legal
representative) is informed of the opportunity to request a fair hearing under 42 CFR Part 431, Subpart E. Specify the notice
(s) that are used to offer mdividuals the opportunity to request a Fair Hearing. State laws, regulations, policies and notices
referenced in the description are available to CMS upon request through the operating or Medicaid agency.

FEE FOR SERVICE:

Members are given an oral explanation of the appeals (State Fair Hearing) process during the application process by the
Towa Department of Human Services (DHS) income maintenance staff. The Department also gives members an oral
explanation at the time of any contemplated adverse benefit determination. Depending on the adverse benefit
determination, this could be provided by the income maintenance worker, case manager, integrated health care coordinator,
community-based case manager, and/or medical provider performing the level of care determination. The member is also
given written notice of the following at the time of application; and, at the time of any department adverse benefit
determination. An adverse benefit determination affects a claim for assistance in which applicants are not provided the
choice of home and community based services as an alternative to institutional care and members are denied services or
providers of their choice, or whose services are denied, suspended, reduced or terminated.

An adverse benefit determination notice of determination that results in members’ right to appeal includes the following
elements: the right to request a hearing, the procedure for requesting a hearing, the right to be represented by others at the
hearing, unless otherwise specified by the statute or federal regulation, provisions for payment of Jegal fees by DHS; and
how to obtain assistance, including the right to continue services while an appeal is pending.

The choice of HCBS vs. institutional services is discussed with the member at the time of the completion of the application
by DHS income mainienance staff ; and again at the time of the service plan development by the case manager, integrated
health care coordinator, or community-based case manager.

Al DHS application forms, notices, pamphlets and brochures contain information on the appeals process and the

opportunity to request an appeal. This information is available at all of the local offices and on the DHS website. The
process for filing an appeal can be found on all Notices of Decision (NOD). Procedures regarding the appeal hearing can be
found on the Notice of Hearing. As stated in lowa Administrative Code, any person or group of persons may file an appeal
with DHS concerning any decision, made. The member is encouraged, but not required, to make a written appeal on a
standard Appeal and Request a Hearing form. Appeals may also be filed via the DHS website. If the member is unwilling

to complete the form, the member would need to request the appeal in writing,

All notices are kept at all local DHS Offices or the case manager, integrated health care coordinator, or community-based
case manager’'s file. The member is given their appeal rights in writing, which explains their right to continue with their
current services while the appeal 1s under congideration. Copies of all notices for a change in service are maintained in the
service file. IME reviews this information during case reviews.

MANAGED CARE ORGANIZATIONS:
When an HCBS member is assigned to a specific MCO, the assigned MCO communtty based case manager explains the
member’s appeal rights through the Fair Hearing process during the initial intake process.

In accordance with 42 CFR 438, an adverse benefit determination means any of the following:

(1) The denial or limited authorization of a requested service, including determinations based on the type or level of service,
requirements for medical necessity, appropriateness, setting, or effectiveness of a covered benefit,

() The reduction, suspension, or terinination of a previously authorized service.

(3) The denial, in whole or in part, of payment for a service. {4) The fatlure to provide services in a timely manner, as
defined by the State.

(5) The failure of an MCO, PIHP, or PAHP to act within the timeframes provided in §438.408(b)( 1) and (2) regarding the

https://wms-mmdl.cms.gov/WMS/faces/protected/3 5/print/PrintSelector.jsp 4/5/2018



Appendix F: Waiver Draft 1A.013.02.00 - Jul 01, 2018 Page 2 of 6

standard resolution of grievances and appeals.

(6) For a resident of a rural area with only one MCO, the denial of an enrollee's request to exercise his or her right, under
§438.52(b¥2)(i1), to obtain services outside the network.

{7} The denial of an enrollee's request to dispute a financial liability, including cost sharing, copayments, premiums,
deductibles, coinsurance, and other enrollee financia! liabilities.

In accordance with 42 CFR 438, an appeal means a review by an MCO of an adverse benefit determination that it has
1ssued.

MCOs give their members written notice of all adverse benefit determinations, not only service authorization adverse
benefit determinations, in accordance with state and federal rutles, regulations and policies, mcluding but not Timited to 42
CFR 438. MCO enrollment materials must contain all information for appeals rights as delineated in 42 CFR 438.10,
including;: (A) the right to file an appeal; (B) requirements and timeframes for filing an appeal; (C) the availability of
assistance in the filing process; (D) the right to request a State Fair Hearing afier the MCO bas made a determination of a
member’s internal MCO appeal which is adverse to the member. The fact that, if requested by the member, benefits that the
MCO seeks to reduce or terminate will continrue if the member files an appeal or requests a State fair hearing within the
specified timeframe and that the member may be required to pay the cost of such services furnished while the appeal or state
fair hearing is pending if the fina! decision is adverse to the member.

MCOs must provide members any reasonable assistance in completing forms and taking other procedural steps. This
includes, but is not limited to providing interpreter services, and foll-free numbers that have adequate TTY/TTD and
interpreter capabiifty. Upon determination of the appeal, the MCO must ensure there Is no delay in notification or mailing
to the member and member representative the appeal dectsion. The MCO’s appeal decision notice must describe

the adverse benefit deterininations taken, the reasons for the adverse benefit determination, the member’s right to request a
State fair hearing, process for filing a fair hearing and other information set forth in 42 CFR 438.408(e).

MCOs must maintain an expedited appeals process when the standard time for appeal could seriously jeopardize the
member’s life, physical or mental heatth or ability to attain, maintain or regain maximum function. The MCO must also
provide general and targeted education to members and providers regarding expedited appeals including when. an expedited
appeal is appropriate and procedures for providing written certification thereof.

The MCO’s appeal process must conform to the following requirements:

— Aliow members, or providers acting on the member’s behalf, sixty (60) calendar days from the date of adverse benefit
determination notice within which to file an appeal.

— In accordance with 42 CFR 438.402, ensure that oral requests seeking to appeal an adverse benefit determination are
treated as appeals. However, an oral request for an appeal must be followed by a written request, unless the member or the
provider requests an expedited resolution.

— The MCO must dispose of expedited appeals within 72 hours after the Coniractor receives notice of the appeal, unless
this timeframe is extended pursuant to 42 CFR 438.408 (<)

— In accordance with 42 CFR 438 410, if the MCO denies the request for an expedited resolution of a member’s appeal, the
MCO must transfer the appeal to the standard thirty (30) calendar day timeframe and give the member written notice of the
denial within two (2) calendar days of the expedited appeal request. The MCO must also make a reasonable atiempt to give
the member prompt oral notice,

— The MCO must acknowledge receipt of each standard appeal within three (3) business days.

— The MCO must make a decision on standard, non-expedited, appeals within thirty (30) calendar days of receipt of the
appeal. This timeframe may be extended up to fourteen (14) calendar days, pursuant to 42 CFR 438.408. If the timeframe is
extended, for any extension not requested by the member, the MCO must give the member written notice of the reason for
the delay.

— n accordance with 42 CFR 438.408, written notice of appeal disposition must be provided with citaticn of the Jowa Code
and/or Towa Administrative Code sections supporting the adverse benefit determination in non-authorization and care
review letters that advise members of the right to appeal. For notice of an expedited resolution, the Contractor must also
make reasonable efforts to provide oral notice. The written notice of the resolution must inciude the results of the resolution
and the date it was completed. For appeals not resolved wholly in favor of the member, the written notice must include the
right to request a State fair hearing, including the procedures to do so and the right to request to receive benefits while the
hearing is pending, including instructions on how to make the request. The MCO shall direct the member to the Agency
Appeal and Request for Hearing form as an option for submitting a request for an appeal. This shall also include notice that
the member may be held liable for the cost of those benefits if the hearing upholds the Contracior’s adverse benefit
determination.
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Members enrolled in an MCO must exhaust the entity’s internal grievance processes before pursuing a State Fair
Hearing, This requirement is outlined in the concurrent §1915(b) waiver, Part IV, Section E.

Appendix F: Participant-Rights
Appendix F-2: Additional Dispute Resolution Process

a. Availability of Additional Dispute Resolution Process. Indicate whather the State operates another dispute
resclution process that offers participants the opportunity to appeal decisions that adversely affect their services while
preserving their right to a Fair Hearing. Sefect one:

"’ No. This Appendix does not apply
‘® Yes. The State operates an additional dispute resolution process

h. Description of Additional Dispute Resolution Process. Describe the additional dispute resolution process,
mcluding: (a) the State agency that operates the process; (b) the nature of the process (i.e., procedures and
timeframes), including the types of disputes addressed through the process; and, (¢) how the right tc a Medicaid Fair
Hearing is preserved when a participant elects to make use of the process: State laws, regulations, and policies
referenced in the description are available to CMS upon request through the operating or Medicaid agency.

Each MCO operates its own internal grievance and dispute resolution processes. In accordance to 42 CFR 438.408
(f}, @ managed care enrollee may request a State Fair Hearing only after receiving notice that the MCO is upholding
the adverse benefit determination.

The policies and procedures regarding the MCO grievance and appeals system are outlined in the concurent §1915
(b) watver, Part IV, Section E. MCO members can appeal any adverse benefit determination within 60 calendar
days. An adverse benefit determination 1s defined as the: (i) denial or limited authorization of a requested service,
including the type or level of service, requiremnents for medical necessity, appropriateness, setting, or effectiveness
of a covered benefit; (ii) reduction, suspension or termination of a previously authorized service; (iil) denial, in
whole or in part, of payment for a service; (iv) failure to provide services in a timely manner; (v) failure of the MCO
to act within the required timeframes; or (vi) the denial of an enrollee’s request to dispute a financial liability,
including cost sharing, copayments, premiums, deductibies, coinsurance, and other enrollee financial liabilities.
MCOs must ensure that oral requests seeking te appeal an adverse benefit determination are treated as appeais.
However, an oral request for an appeat must be followed by a written request, unless the member or the provider
requests an expedited resolution. MCOs must make a decision on standard, non-expedited, appeals within thirty (30)
calendar days of receipt of the appeal. This timeframe may be extended up to fourteen (14) calendar days, pursuant
to 42 C.F.R. § 438.408. Expedited appeals must be disposed within seventy-two (72} hours unless the timeframe is
extended pursuant to 42 CFR § 438.408 and 410. MCO members can also file grievances with their MCO;
grievances are any written or verbal expression of dissatisfaction about any matter other than an adverse benefit
determination.” MCO members have the right to request a State Fair Hearing if dissatisfied with the outcome of the
MCO appeals process. MCOs notify members of this right through enrollment materials and notices of adverse
benefit determination, including mformation that the MCO grievance and appeals process s not a substitute for a
Fair Hearing. MCQOs must acknowledge receipt of a grievance within three (3) business days and must make a
decision on grievances and provide written notice of the disposition of grievance within thirty (30) calendar days of
receipt of the grievance or as expeditiously as the member’s health condition requires. This timeframe may be
extended up to fourteen (14) calendar days, pursuant to 42 C.F.R. § 438.408.

Appendix F: Participant-Rights
Appendix F-3: State Grievance/Complaint System

a. Operation of Grievance/Complaint System. Sefect one:
. No. This Appendix does not apply

‘# Yes. The State operates a grievance/complaint system that affords participants the opporiunity o register
grievances or complaints concerning the provision of services under this waiver
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b. Operational Responsibility. Specify the State agency that is responsible for the operation of the grievance/complaint
systen:

FEE FOR SERVICE:

IME is responsible for operation of the complaint and grievance reporting process for all fee-for-service
members. In addition, the Department maintains an HCBS Quality Assurance and Technical Assistance Unit
confract that is responsible for the handling of fee-for-service member complaints and grievances in regards o
provision of services under this waiver.

MANAGED CARE ORGANIZATION:

IME Member Services MCO Member and MCO Liaison: Designated IME Member Services staff serves as z liaison
for any MCO grievance/complaint that is reported to IME Policy staff by an MCO member or his/her

advocate. IME Policy sends the pertinent details of the grievance/complaint to the MCO liaison. The IME MCO
liaison communicates and coordinates with the MCO and member to grievance/complaint to resolution; and, the
resolution is commumnicated to the IME Policy staff who received the original grievance/complaint. This process
serves to support those MCO members who may be confused about the MCO grievance/complaint process to follow
or members who have not been able to resolve their grievance/compiaint with their MCOs.

Grievances/compiaints follow the parameters and timelines in accordance with 42 CFR 438.408 and 438.410.

A grievance/complaint means an expression of dissatisfaction about any matter other thar an adverse benefit
determination. Grievances may include, but are not limited to, the quality of care or services provided, and aspects of
interpersonal relationships such as rudeness of a provider or employee, or failure to respect the enrollee’s rights
regardless of whether remedial action is requested. Grievance includes an enrollee's right to dispute an extension of
time propesed by the MCO to make an authorization decision.

MCO Grievance/Complaint System:

The MCO must provide information about its grievance/complaint system to all providers and subcontractors at the
time they enter into a contract. Further, the MCO is responsible for maintenance of grievance records in accordance
with 42 CFR 438.416.

The MCO must provide information about its grievance/complaint system to all members and provide reasonable
assistance in completing forms and taking procedural steps. This responsibility also includes; but is not hmited to,
auxiliary aids and services npon request (e.g. interpreter services and toll—free numbers that have TTY/TTD and
interpreter capability).

The MCO member handbook must include information, consistent with 42 CFR

38.10.
The MCO must insure that individuals who make decisions on grievances have not been involved in any previous
fevel of review or decision-making and is not 2 subordinate of such indjvidual.

MCQ Grievance/Complaint Process:

A member may submit an oral or written grievance at any time to the MCO. With written consent of the member, a
provider or an authorized representative may file a grievance on behalf of a member. There is not a timelime for
submission.

The MCO must acknowledge receipt of the grievance.

The MCO must process the grievance resolution within 30 days of the date that the grievance 1s received and issue a
written notification to the member in accordance with 42 CFR 438.408.

The resolution may be extended by fourteen (14) days upon member request. If the member does not request an
extensior, the MCO must make reasonable efforts to give the member prompt oral notice of the delay; and within
two (2) calendar days provide the member with a written notice of the basis for the decision to extend the
timeframe. If the member does not agree with the extension, he/she may file an additional grievance to the
extension,
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c. Description of System. Describe the grievance/complaint system, including: (a) the types of grievances/complaints
that participants may register; (b) the process and timelines for addressing grievances/complaints; and, (c) the
mechanisms that are used to resolve grievances/complaints. State laws, regulations, and policies referenced in the
description are available to CMS upon request through the Medicaid agency or the operating agency (if applicable).

Any fee-for-service waiver member, member’s relative/guardian, agency staff, concerned citizen or other public
agency staff may report a complaint regarding the care, treatment, and services provided to a member. A complaint
may be submitied in writing, in person, by e-mail or by telephone. Verbal reports may require submission of a
detailed writien report. The compiaint may be submitted to an HCBS Provider Quality Oversight Specialist, HCBS
Program Manager, any IME Unit, or Bureau Chief of Long Term Care. Complaints by phone can be made to a
regional HCBS Provider Quality Assurance Oversight Specialist at their local number or by calling the IME. The
Bureaun of Long Term Care has esiablished a committee to review complaints. The committee will meet biweekly to
review current complaints.

Once received, the HCBS Quality Assurance and Technical Assistance Unit shall initiate investigation within one
business day of receipt and shall submit a findings report to the Quality Assurance Manager within 15 days of
finalizing the investigation. Once approved by the Qualify Assurance Manager, the findings report 1s provided to the
complainant and the provider in question. If the complainant is a member, they are informed by the HCBS Quality
Assurance and Technical Assistance Unit Incident and Compiaint Specialist that filing a grievance or making a
complaint is not a pre-requisiie or substitute for a Fair Hearing.

MCO members must exhaust the entity’s internal grievance and appeals processes before pursuing a State Fair
Hearing. The policies and procedures regarding the MCO grievance and appeals system are outlined in the
concurrent §1915(b} waiver, Part [V, Section E. MCO members can appeal any “action™ within 60 days. An
“action™ 1s defined as the: (i) denial or limited authorization of a requested service, including the type or level of
service; (ii) reduction, suspension or termination of a previously authorized service; (iii) dental, in whole or in part,
of payment for a service; (iv) failure to provide services in a timely manner; or (v) failure of the MCO io act within
the required timeframes set forth in 42 CFR 438.408(b). In accordance with 42 CFR 438.406, oral recuests seeking
ar appeal are treated by the MICO as an appeal; however, an oral request for an appeal must be followed by a written
request, unless the member or the provider requests an expedited resolution.

MCO members have the right to request a State Fair Hearing if dissatisfied with the outcome of the MCQ appeals
process. MCOs notify members of this right through enrollment materials and notices of action. In accordance with
42 CFR 438.406, the MCO provides the member and their representative opporiumity, before and during the appeals
process, to examine the member’s case file, inciuding medical records and any other documents or records
considered during the appeals process. In addition, the member and their representative have the opportunity to
present evidence and allegations of fact or law in person as well as in writing. Upon determination of the appeal, the
MCO must promptly notify the member and his/her representative of the appeal decision. The MCO’s appeal
decision notice must describe the actions taken, the reasons for the action, the member’s right to request a State Fair
Hearing, process for filing a Fair Hearing and other information set forth in 42 CFR 438.408(e).

MCOs must ensure that the individoals rendering decisions on grievances and appeals were not involved in previous
levels of review or decision-making and are health care professionals with appropriate clinical expertise in treating
the member’s condition or disease if the decision will be in regard to any of the following: (i) an appeal of a denial
based on lack of medical necessity; (ii) a grievance regarding denial of expedited resolution of an appeal; or (iii) any
grievance or appeal involving clinical issues. Appeals must be resolved by the MCO within 30 calendar days of
receipt; this timeframe may be extended up to 14 calendar days, pursuant to 42 CFR 438.408(¢).

MCQOs must resolve appeals on an expedited basis when the standard time for appeal could seriousty jeopardize the
member’s health or ability to maintain or regain maximum function. Such expedited appeals must be resolved within
72 hours after the MCO receives notice of the appeal, unless this timeframe is extended pursnant to 42 CFR 438.408
(c). Standard appeals must be resolved within 30 calendar days; this timeframe may be extended up to 14 calendar
days, pursuant to 42 CFR 438.408(c). If the timeframe is extended, for any extension not requested by the member,
the Contracior must give the member written notice of the reason for the delay. Within 90 calendar days of the date
of notice from the MCO on the appeal decision, the member may request a State Fair Hearing.

MCO members can also file grievances with their MCO; grievances are any written or verbal expression of

dissatisfaction about any matter other than an “action,” as defined above. Grievances may be filed either orally or in
writing; receipt is acknowledged by the MCO within 3 business days and resolved within 30 calendar days or as
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expeditiously as the member’s health condition requires. This timeframe may be extended up to 14 calendar days,
pursuant to 42 CFR 438.408(c). '

MCOs are required to track all grievances and appeals in their information systems; this includes data on clinical
reviews, appeals, grisvances and complaints and their outcomes. MCOs are responsible for reporting on grievances
and appeals to DHS. This includes maintenance and reporting to the State the MCO member grievance and appeais
logs which includes the current status of all grievances and appeals and processing tiumelines.
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Appendix G Participant Safeguards

Appendix G-1: Response to Critical Events or Incidents

a. Critical Event or Incident Reporting and Management Process. indicate whether the State operates Critical Event
or Incident Reporting and Management Process that enabies the State to coliect information on sentinel events
occurring in the waiver program.Select one.

‘8 Yes, The State operates a Critical Event or Incident Reporting and Management Process (compleie liems b
through ) ‘

_2 Ne. This Appendix does wot apply (do not complete liems b through e/
If the State does not operate a Critical Event or Incident Reporting and Management Process, describe the
process that the State uses to elicit information on the health and welfare of individuals served through the
program.

b. State Critical Event or Incident Reporting Requirements. Specify the types of critical events or incidents
(inciuding alieged abuse, neglect and exploitation) that the State requires to be reported for review and follow-up
action by an appropriate authority, the individuals and/or entities that are required fo report such events and incidents
and the timelines for reporting. State laws, regulations, and policies that are referenced are available to CMS upon
request through the Medicaid agency or the operating agency (if applicable).

All waiver service providers, case managers, integrated health home care coordinators, and MCO CBCMs,
regardless of delivery system (i.e., FFS or managed care), are required to document major and minor incidents and
make the incident reports and refated documentation available to DHS upon request. Providers, case managers,
integrated health home care coordinators, and MCO CBCMs must also ensure cooperation in providing pertinent
information regarding incidents as requested by DHS. MCOs must require that all internal staff and network
providers report, respond to, and document critical incidents, as well as cooperate with any investigation: conducted
by the MCO or ouiside agency, all in accordance with State requirements for reporting incidents for 1915(c} HCBS
Waivers, 1915(i) Habilitation Program, PMICs, and all other incidents required for licensure of programs through
the Department of Inspections and Appeals.

Per Chapter 441 Towa Administrative Code 77.25(1), “major incidents” are defined as an occurrence involving a
participant doring service provision that: (1) results in a physical injury to or by the participant that requires a
physician’s treatment or admission to 2 hospital; (2) results in the death of any person; (3) requires emergency
mental health treatment for the participant; (4) requires the intervention of law enforcement; (5) requires a report of
child abuse pursuant io lowa Code section 232.6% or a report of dependent adult abuse pursuant to fowa Code
section 235B.3; (6) constitutes z prescription medication error or a pattern of medication errors that leads io the
outcome in paragraph “1,” “2,” or “3”; or (7) involves a participant’s location being unknown by provider staff who
are assigned protective oversight. All major incidents must be reported within 48 hours of witnessing or discovering
an incident has occurred, using the IME’s lowa Medicaid Portal Access (IMPA} System. Suspected abuse or neglect
may be reported to the statewide abuse reporting hotline operated by DHS.

Child and dependent adult abuse is an inclusive definition that includes physical and sexual abuse, negiect and
exploitation. Child abuse is defined in lowa Code 232.68, and may include any of the following types of acts of
willful or negligent acts or omissions:

- Any non-accidental physical injury.

- Any mental injury 1o a child’s intellectual or psychological capacity.

- Commission of a sexual offense with or to a child.

- Failure on the part of a person responsible for the care of a child to provide adequate food, shelter, clothing or other
care necessary for the child’s health and welfare.

- Presence of an itlegal drug in a child’s body as a direct act or omission of the person responsible for the care of a
child or manufaciuring of a dangerous substance in the presence of a child.

Dependent adult abuse is defined it lowa Code 235B.2, and may inclode any of the following types of acts of willful
or negligent acts or omissions:
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- Physical injury or unreasonable confinement, unreasonabie punishment, or assault of a dependent adult.

- Commission of a sexual offense or sexual exploitation.

- Exploitatior: of a dependent adult.

- Deprivation of the minimum food, shelter, clothing, supervision, physical or mental health care or other care
necessary to maintam a dependent adult’s life or health.

When a major incident occurs, provider staff must notify the member or the member ’s legal guardian within 24
hours of the incident and distribute a compiete incident repert form as follows:

- Forward a copy fo the supervisor with 24 hours of the incident.

- Send a copy of the report to the member’s case manager, health home coordinator, or community-based case
manager (when applicable) and the BLTC within 24 hours of the incident.

- File a copy of the report in a centralized location and make a notation in the member’s file.

Per Chapter 441 Towa Administrative Code 77.25(1), “minor incidents” are defined as an occurrence involving a
participant during service provision that is not & major incident and that: (1} results i the application of basic first
aid; (2) results in bruising; (3) results in seizure activity; (4) results in injury to self, to others, or io property; or (5}
constitutes a prescription medication error. Providers are not required to report miner incidents to the BLTC, and
reports may be reported internally within a provider’s system, in any format designated by the provider (i.c., phone,
fax; email, web based reporting, or paper submission). When a minor incident occurs or a staff member becomes
aware of a minor incident, the staff member involved must submit the completed incident report to the staff
metnber’s supervisor within 72 hours of the incident. The completed report must be maintained in 2 centralized file
with a notation in the member’s file. Providers are not required to report minor incidents to the BLTC, and reports
may be reporied internally within a provider’s system, in any format designated by the provider (i.e., phone, fax,
email, web based reporting, or paper submission). When a minor incident occurs, or a staff member becomes aware
of a minor incident, the staff member involved must submit the completed incident report to the staff member’s
supervisor within 72 hours of the incident. The completed report must be maintained iv 2 centralized file with a
notation in the member’s file.

As part of the quality assurance policies and procedures for HCBS Waivets, all incidents will be monitored and
remediated by the HCBS Incident Reporting Specialist and HCBS specialists. On & quarterly basis, a QA committee
wili review data collected on incidents and will analyze data to deterrnine trends, problems and issues in service
delivery and make recommendations of any policy changes.

MCOs are also required o develop and implement a critical incident management system in accordance with DHS
requirements, in addition to maintaining policies and procedures that address and respond to incidents, remedsate the
incidents to the individual level, report incidents to the appropriate entities per required timeframes, and frack and
analyze incidents.

MCOs must adhere to the State’s quality improvement strategy described in each HCBS waiver and waiver-specific
methods for discovery and remediation. MCOs must utilize system information to identify both case-specific and
systemic trends and patterns, identify opportunities for improvement and develop and implement appropriate
strategies to reduce the occurrence of incidents and improve the quality of care. All MCO staff and network
providers are required to:

- Report critical incidents.

- Respond to critical incidents.

- Document critical incidents.

- Cooperate with any investigation conducted by the HCBS Quality Assurance and Technical Assistance Unit staff,
MCO, or outside agency.

- Receive and provide training on critical incident policies and procedures.

- Be subject to corrective action as needed to ensure provider compliance with critical incident requirements.

Finally, MCOs must identify and track critical incidents, and review and analyze critical incidents, to identify and
address quality of care and/or health and safety issues, including a regular review of the number and types of
incidents and findings from investigations. This data should be used to develop strategies to reduce the occurrence
of critical incidents and improve the quality of care delivered to members.

¢. Participant Training and Education. Describe how training and/or information is provided to participants (and/or
families or legal representatives, as appropriate) concerning protections from abuse, neglect, and exploitation,
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including how participants (and/or families or legal representatives, as appropriate) can notify appropriate authorities
or entities when the participant may have experienced abuse, neglect or exploitation.

Information concerning protections is provided to applicants and members at the time of application and at the time
of service plan development. During enroliment, and when any updates are made, DHS also provides to members a
Medicaid Members Handboois, which contains information regarding filing a complaint or grievance. MCO written
member enrolliment materials also contain information and procedures on how to report suspected abuse and neglect,
including the phione marmbers to call te report suspected abuse and neglect.

In addition, information can also be found on DHS and MCO websiies. The DHS website contains a “Report Abuse
and Fraud” section, which describes how to report dependent adult child abuse. The same information is aiso
available in written format in the 99 local DHS offices, and members may also cali the IME Member Services call
cenier with any questions regarding filing a complaint or grievance.

Finally, the case manager, health home coordinator, or community-based case manager is responsible for assessing a
member’s risk factors annually during the reevaluation process, as well as during the quality assurance interview
process and the annual IPES nterview. DHS recognizes the need to provide fraining to members using on a more
formal process. The state has developed training to ensure that case managers, health home coordinators, and
community-based case managers provide this information to members at a minimum on a yearly basis.

d. Responsibility for Review of and Response to Critical Events or Incidents. Specify the entity (or entities) that
receives reports of critical events or incidents specified in ftem G-1-a, the methods that are employed to evaluate such
reports, and the processes and time-frames for responding to critical events or incidents, including conducting
investigations.

Reporting of suspected child or adult abuse to DHS Protective Services is mandatory for all IME HCBS staff, case
managers, MCO CBCMs, health home care coordinators, and HCBS providers. DHS Protective Services (PS)
recetves reports of child and dependent adult abuse and, if an immediate threat of physical safety is believed to exist,
makes every effort to examine that child or dependent adult within one hour of receipt and/or take any lawful action
necessary. If the child or dependent adult 1s not in danger, PS makes every effort to examine the child or dependent
adult within 24 hours. PS notifies the member’s case manager, health home coordinator, or community-based case
manager when an investigation has been initiated to ensure they are aware of the alleged abuse and to ensure that
additional services can be added, or that changes can be made, to the member’s plan of care if needed. PS provides
an evaluation report within twenty days of receipt of the report. which include necessary actions, and/or an
assessment of services needed. The Ceniral Registry of Abuse and County Attorney also receives PS reports. For
both child and dependent adult abuse cases, the member and/or the family are notified of the results in writing by
DHS as soon as the investigation has concluded. This applies to both individuals envolled in fee-for-service or
managed care.

If the incident is a situation that has caused, or is ikely to cause a serious injury, impairment, or abuse to the
member, and if PS has completed, or is in the process of conducting, an investigation the HCBS specialist
coordinates activities with PS to ensure the safety of the member is addressed. I£ PS is not investigating, and
immediate jeopardy remains, the member’s case manager, health home coordinator, or community-based case
manager is notified immediately to coordinate services, and the HCBS Specialist initiates a review within two
working davs of receipt of the report. If it is determined that immediate jeopardy has been removed or not present,
review by the HCRS Specialist is initiated within twenty working days of receipt of report. The HCBS Specialist
prepares a report of findings within thirty days of the investigation being completed and presents it io the BLTC, the
provider, and interested stakeholders (i.e., members, guardians, etc.). These timelines apply to both members
enrolled in fee-for-service or managed care.

The BLTC meets biweekly to review critical incident reports of child and dependent adult abuse and member deaths
that have been reported through the critical incident reporting process. DHS reviews, and if needed, requests
information for follow through and resolution of the abuse allegation and member deaths from the case managers,
health home coordinator, community-based case manager, or HCBS Specialist. Requests for information are
forwarded to the case manager, health home coordmator, community-based case manager to verify any needed
changes and confirm that follow-up has occurred with the member (i.e., changes to a plan of care or the safety or risk
plan as necessary). If additional information or actions are required of a provider, the HCBS Specialist works
directly with the provider to ensure that performance issues identified in the incident report are addressed. The
HCBS Specialist uses the provider’s Self-Assessment as the foundation of the review to assure that accuracy in the
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Self-Assessment and to identify any corrective actions that may be required, The HCBS Specialist generates a report
of findings within thirty days of the completion of any review requiring corrective actions,

Information requests o the case manager, health home coordinator, community-based case manager, or HCBS
Specialist for follow up are tracked by the HCBS Unit on a weekly basis unti] the situation has been resoived. DHS
implemented a web-based critical incident reporting system September 1, 2009, that significantly enhanced the
State’s ability to track and trend the discovery, remediation, and improvement of the critical incident reporting
process. Revisions have been made to the system: based on data collection and feedback from users, further
enhancing the process. Incidents are reviewed by the HCBS Quality Oversight Unit within one business day of
repori and forwarded to the case managers, health home coordinator, community-based case manager as nseded to
coordinate any follow-up and communication with the member, provider, and/or family/legal guardian. Incidents
that lead to targeted review will initiate investigation by the HCBS Quality Oversight Unit within one business day.
Findings reports are submitied to the Quality Assurance Manager within 15 days of nvestigation completion. Once
the finding report is approved by the Quality Assurance Manager, the findings report is sent to the provider and case
manager, health home coordinator, community-based case manager, or HCBS Specialist.

MCOs are responsible for developing and implementing ctitical incident management systems in accordance with
the DHS requirements. Specifically, MCOs must rmaintain policies and procedures, subject to DHS review and
approval, that: (1) address and respond to incidents; (2) report incidents to the appropriate entities per required
timeframes; and (3) frack and analyze incidents. This information is utilized fo identify both case-specific and
systemic trends and patterns, identify opportunities for improvement and develop and implement appropriate
strategies to reduce the occurrence of incidents and improve the quality of care. Training must be provided to all
miemnal staff and network providers regarding the appropriate procedures for reporting, responding to, and
documenting critical incidents. Network providers must provide training to direct care staff regarding the appropriate
procedures for reporting, responding to, and documenting critical incidents.

Finally, MCOs must identify and track, review and anabyze critical incidents to identify and address quality of care
and/or health and safety issues. MCOs must also regularly review the number and types of incidents and findings
from investigations, in order to identify trends, patterns, and areas for improvement. Based on these findings, the
MCO must develop and implement strategies to reduce the occurrence of critical incidents and improve the quality
of care delivered io members. Consistent with 441 lowa Administrative Code 77.25 (3), the following process is
followed when a major incident occurs or a staff member becomes aware of a major incident:

{1) The staff member involved shall notify the following persons of the incident by the end of the next calendar day
after the incident:

1. The staff member’s supervisor.

2. The member or the member’s legal guardian. EXCEPTION: Notification to the member is required only if the
incident took place outside of the provider’s service provision. Notification to the guardian, if any, is always
required.

3. The member’s case manager.

(2} By the end of the next calendar day afier the incident, the staff member who observed or first became aware of
the incident shall also report as much information as is known about the incident to the member’s managed care
organization or for members not enrolled with a MCO, the department’s bureau of long-term care either:

1. By direct data entry into the lowa Medicaid Provider Access System, or

2. By faxing or mailing Form 470-4698, Critical Incident Report, according to the directions or: the form.

(3) The following information shall be reported:

1. The name of the member involved.

2. The date and time the incident occurred.

3. A description of the incident.

4. The names of al} provider staff and others who were present at the time of the incident or who responded after
becoming aware of the incident. The confidentiality of other members or nonmembers whe were present must be
maintained by the use of initials or other means.

5. The action that the provider staff took to manage the incident.

6. The resolution of or follow-up to the incident.

7. The date the report is made and the handwritten or electronic signature of the person making the report.

1f the critical incident involves the report of child or dependent adult abuse, it is mandatory that this type of critical
incident is reported to DHS Protective Services.
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If the critical incident does not involve child or dependent adult abuse, it will be reviewed by the MCO. The MCO
will notify the member and/or the family of the results upon conciusion of the investigation, on or within 30 days.

e. Responsibility for Oversight of Critical Incidents and Events, Identify the State agency (or agencies) responsible
for overseeing the reporting of and response to critical incidents or events that affect waiver participants, how this
oversight is conducted, and how frequently.

DHS has oversight for monitoring incidents that affect all waiver members. An HCBS Quality Assurance and
Technical Assistance Unit reviews all critical incident reports as soon as they are reported to DHS. All crifical
incidents are tracked in a critical incident database that tracks the date of the event, the specific waiver the member is
enrolled in, the provider (if applicabie), and the nature of the event, and follow up provided. I the incident has
caused or is likely to cause a serious injury, unmpairment, or abuse to the member, and if PS has completed or is in the
process of conducting an investigation, the HCBS Specialist will coordinate with PS. If PS is not investigating, the
HCBS Specialist will begin an on-site review within two working days of receipt of the report. 1f it 13 determined
that the member has been removed from immediate jeopardy, the review is initiated with in: twenty working days of
receipt of report. For other non-jeopardy incidents, a review is initiated within twenty days. The HCBS Quality
Assurance and Technical Assistance Unit meets biweekly to review data tracked in the critical incident database and
to decide if policy changes or additional training are needed. Drata is compiled and analyzed in attempt to prevent
future incidents through identification of system and provider specific training needs, and individual service plan
revisions.

Appendix G: Participant Safeguards

Appendix G-2: Safeguards Concerning Restraints and Restrictive [nterventions
(1 of3)

a. Use of Restraints. (Select one): (For waiver actions submitted before March 2014, responses in Appendix G-2-a will
display informaiion for both restraints and seclusion. For most waiver actions submitted after March 2014, responses
regarding seclusion appear in Appendix G-2-c.)

.. The State does not permit or prohibits the use of restraints

Specify the State agency (or agencies) responsible for detecting the unauthorized use of restraints and how this
oversight is conducted and its frequency:

‘® The use of restraints is permitted during the course of the delivery of waiver services. Complete ltems G-2-
a-1 and G-2-a-ii.

i. Safeguards Concerning the Use of Restraints. Specify the safeguards that the State has established
concerning the use of each type of restraint (i.e., personal restraints, drugs used as restraints, mechanical
restraints). State laws, regulations, and policies that are referenced are available to CMS upon request
through the Medicaid agency or the operating agency (if applicable).

The DHS policy regarding restraints is as follows and applies to all tvpes of restraints that may be used
by waiver providers. The policy described in this section applies regardiess of delivery sysiem (i.e., FES
or MCOQ), and MCOs are contractually obligated to adhere.

Restraints include, but are not limited to, personal, chemical, and mechanical methods used for the
purpose of controlling the free movement of an individual’s body. Chemical restraints are most
commonly used to cahm an individual down in moments of escalation. Other examples of restraints
include, but are not limited {0, holding & person down with one’s hands, tying an individual to a bed,
uging a straight jacket or demobilizing wrap. As a rights limitation, the restraint procedures must be
agreed to by the interdisciplinary team and identified in the member’s plan of care (441 lowa
Administrative Code Chapter 83). All incidents of restraints must be documented in a member’s file
and reported as a critical incident.
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Per 441 Iowa Administrative Code Chapter 77.25(4), providers “shall have in place a system for the
review, approval, and implementaion of ethical, safe, humane, and efficient behavioral intervention
procedures. All members receiving home- and community-based habilitation services shall be afforded
the protections imposed by these rules when atry resiraint, restriction, or behavioral mtervention is
miplemented.

- The system shall inclade procedures to inform the member and the member’s legal guardian of the
restraint, restriction, and behavioral mtervention policy and procedures at the time of service approval
and as changes occur.

- Restraint, restriction, and behavioral intervention shali be used only for reducing or eliminating
maladaptive target behaviors that are identified in the member’s restraint, restriction, or behavioral
interveniion program.

- Restraint, restriction, and behavioral intervention procedures shall be designed and implemented only
for the benefit of the member and shall never be used as punishinent, for the convenience of the staff, or
as a substitte for a nonaversive program.

- Restraint, restriction, and behavioral intervention programs shall be time-limited (maximum one year)
and shall be reviewed at least quarterly.

- Corporal punishment and verbal or physical abuse are prohibited.”

These safeguards are the same regardless of what restraints are used. All restraints must alse be
conststent with the Children’s Health Act of 2000 and other applicable Federal laws. All members
served under an HCEBS watver service shali be afforded the protections imposed by these

requirements. Any provider contracting with DHS to provide waiver services must conduct ifs activities
in accordance with these requirements. Restramt procedures may be designed and implemented only for
the benefit of the member and may never be used merely as punishment or for the convenience of the
staff or as a substitute for a non-aversive program.

Physical and chemical restraints may be allowed depending on the provider’s agency policy to ensure
that there is an accompanying behavioral intervention plan, documentation of each instance, and
monitoring of its use, These types of restraints must be considered on an individual basis afier the
interdisciplinary team reviews them, and entered into the written plan of care with specific time lines. f
a member were placed in a closed room the time frame would need to be determined on an individual
basts and spelled out in the service plan. The provider would need to document the use of this restraint
in the member’s service file each time it was utilized by staff. The provider would be required to have a
written. policy approved by DHS on the supervisior and monitoring of members placed in a closed
room, for example monitoring on a fificen minute basis to assure the health and welfare of the member.

Restraint procedures may only be used for reducing or eliminating matadaptive target behaviors that are
identified in the member’s Behavioral Intervention Program. For the purposes of decelerating
maladaptive target behaviors a Behavioral Intervention Program includes at least the following
components:

- A clear objective description of the matadaptive target behavior to be reduced or eifminated.

- A clear objective description of the incompatible or aliernative appropriate response, which wili be
reinforced.

- A list of restraints and behavioral interventions uiilized to teach replacement behaviors that serve the
same behavioral function identified through a functional analysis or review of the maladaptive target
behaviors. Restraints and bebavioral interventions may only be utilized to teach replacement behaviors
when non-aversive methods of positive support have been ineffective.

- A baseline measurement of the level of the target behavior before intervention.

Any provider employee who implements an aversive procedirre must be able to carry out the procedure
as it is written. Staff must be trained and exhibit proficiency as described below before administering
restraints. An employee’s ability to implement a procedure must be documented in one of the following
Ways:

- A program staff person may observe each employee in a role-play situation in order to document his or
her ability to implement the procedure as written.

- Supervisory personnel from the provider may provide documentation of employees’ ability to
implement a procedure if the following conditions are met: (i} the supervisor’s ability to implement the
procedure has been documented by a program staff person; (ii) the supervisor observes each employes
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in a role play situation and documents the employee’s ability to implement the procedure; and (iii) the
provider mainiains a list of those employees who have been observed and are considered capable of
mmplementing the procedure. The list should specify the dates that an employee demonstrated
competency and the name of staff that certified the employee.

- Impiementation of a program to alter an individual’s behaviors.

Resirainis and behavioral intervention procedures must be implemented by systematic program review.
It must ensure that a member’s rigit to be free from aversive, intrusive procedures is balanced against
the member’s interests in receiving services and treatment whenever a decision regarding the use of
aversive procedures is made. Any decision to implement a program to alter an member’s behavior must
be made by the interdisciplinary team and the program must be described fully as a Behavioral
Intervention Program incorporated into the member’s service plan and the case manager, iniegrated
health home coordinator, or community-based case manager’s plan of care. In general, the Behavioral
Intervention Program must meet the foliowing minimum requirements:

- Show that previous attempts to modify the matadaptive target behavior using less restrictive
procedures have not proven to be effective, or the situation is so serious that a restrictive procedure is
immediately warranted.

- The proposed procedure is a reasonable response to the member’s maladaptive target behavior.

- Emphasize the development of the functional alternative behavior and positive approaches and positive
behavior intervention. '

~ Use the least restrictive intervention possible.

- Ensure the health and safety of the individual and that abusive or demeaning intervention is expressly
prohibited.

- Be evaluated and approved by the interdisciplinary team through quarterly reviews of specific data on
the progress and effectiveness of the procedures.

Documentation regarding the behavior program must include:

~ A Restraint and Behavioral Intervention Program that is a part of the written individual service plan
developed by the member’s case manager, integrated health home coordinator, or community-based
case manager, and in the provider plan of care developed for the member.

- Approval by the member’s interdisciplinary team, with the written consent of the member’s parent if
the member is under eighicen years of age, or the member’s legal guardian if one has been appointed by
the court.

- A written endorsement from a physician for any procedure that might affect the member’s health.

- A functional analysis that ts defined as, and includes, the following components: (i) clear, measurable
description of the behavior to include frequency, duration, intensity and severity of the behavior; (ii)
clear description of the need to alter the behavior; an assessment of the meaning of the behavior, which
includes the possibility that the behavior is an effort to communicate, the result of medical conditions or
environmental causes; or the result of other factors; (1ii) description of the conditions that precede the
behavior in question; (iv) description of what appears to reinforce and maintain the behavior; and (v) a
clear and measurable procedure, which will be used 1o alier the behavior and develop the functional
aliernative behavior.

- Documentation that the member, the guardian, and interdisciplinary tearm are fully aware of and
consent to the program in accordance with the interdisciplinary process.

- Documentation of ali prior programs used to eliminate a maladaptive target behavior.

- Documentation of staff training.

Behavioral Intervention Prograrms shall be time limited and reviewed at least guarterty. Restraints must
be considered on an individual basis after they are reviewed by the interdisciplinary team and enterad
into the written plan of care with specific time fines. All restraints are expiained to the member and
their lega! representative and agreed upen ahead of time.

Unauthorized use of restraints would be detected via:

- Inferviews with the member, their family and staff and case manager, integrated health home
coordinator, or community-based case manager;

- through review of critical incident reports by DHS and mernber’s case manager, integrated health
home coordinator, or community-based case manager on a daily basis;

- DHS and case manager, integrated health home coordinator, or community-based case manager review
of written documentation authored by provider staff;
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ii.

- through the annual review activities agsociated with the provider Self-Assessment process;
-and by reports from any interested party (complainis).

Reviews may include desk reviews where the department requests member’s records to be reviewed or
onsite where the department or department designee goes onsite to review documentation. Ope hundred
percent of waiver providers are reviewed at least once every five years to ensure that the DHS policy for
each type of agency identified restraint 1s observed and member rights are safeguarded. If it is found
that & waiver provider is not observing DHS policy or ensuring a member’s rights, adverse action is
taken by the IME, which may include sanction, termination, required corrective action, stc.

The member’s case manager, integrated health home coordinator, or community-based case manager is
responsible to monitor individual plans of care including the use of restraints and behavioral
interventions.

State Oversight Responsibility. Specify the State agency (or agencies) responsible for overseeing the
use of restraints and ensuring that State safeguards concerning their use are followed and how such
oversight is conducted and its frequency:

The first line of responsibility for overseeing the use of restraints and ensuring safeguards are in place is
the member’s case manager, infegrated health home coordinator, or community based case

manager. The use of restraints must be assessed as needed and identified in the individual member’s
service plan. The use of restraints would also require the development and implementation of a
behavior plan and the plan would be included in the member’s service plan. The case manager,
mtegrated health home coordinator, or community based case manager is responsible for monitoring the
service plan to assure that supports and services in the service plan are being implemented as identified
in the service plan. Any issues with the use of restraints would be addressed with the provider of service
and corrected as needed.

The State also contracis with the HCBS Quality Assurance and Technical Assistance Unit to oversee the
appropriaieness, provider policies and procedures, and service plan components associated with
restraints. The Unit conducts periodic reviews of 100% of enrolled waiver service providers to ensure
that policies and procedures are consistent with State and federal rule, regulations, and best

practices. Further, the Unit examines member files, and conducts targeted reviews based on complaints,
{0 ascertain whether restraints are appropriately incorporated into the service plan, such that restraints
are only implemented as designated in the plan (who, what, when, where, why, and how). If the Unit
discovers that the provider is less than compliant, the provider is required to complete a corrective action
plap (CAP) and implement the CAP to 100% compliance. Ifit is found that the circumstances are more
serious, recommendations are made fo PS and possible sanctions (suspension, probation, termination,
etc.) may apply.

All waiver service providers are required to submit major incident reports. Categories within the
mncident report include inappropriate use of restraints. For fee-for-service members these reports are
entered into IMPA, triggering milestones in ISIS that alert case managers and integrated health home
coordinators, and prompting the HCBS Incident Reporting Specialist to conduct a review of the
imcident. If it is found that the incident demands further Investigation, the issue is passed to the Unit for
a targeted review. If the Unit discovers that the provider is less than compiiant in areas surrounding the
use of restraints, the provider is reguired to complete a cotrective action plan (CAP) and implement the
CAP 10 100% compliance. If it is found that the circumstances are more serious, recommendations are
made to PS and possible sanctions (suspension, probation, ermination, etc,) may apply.

The HCBS Quality Assurance and Technical Assistance Unit is also responsible for conducting [PES
mterviews with watver members. The IPES tool has been expanded based on the federal PES tool and
thought to capture a more comprehensive view of Iowa's waiver population needs and issues. The IPES
tool incorporates the seven principles of the Quality Framework and is able to adjust based on the
member interviewed and service enrollment. HCBS Specialists conduct interviews either face-to-face or
via telephone, at the discretion of the waiver member. All waiver members have the right to decline
interview. The resulis of these interviews are presented to the state on a quarterly basis.

Finally, the Unit compiles ali data related to incidents reported in IMPA associated with the
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inappropriate use of restraints, as well as data from periodic and targeted provider reviews conducied by
the Unit. Data Is apalyzed te identify trends and patterns and reported on a monthly and quarterly basis
1o DHS. Trends are used, along with those established in the monthly Staie QA Committee, to guide the
dissemination of Informational Letters and revisions to State Administrative Rules,

MCO Community based case managers are responsible for monitoring service plans to assure that
supports and services in the service plan are being implemented as identified i the service plan. Any
issues with the use of resiraints would be addressed with the provider of service and corrected as
needed. In addition, MCOs must identify and track critical incidents, regularly review the number and
types of incidents and findings from investigations, and develep and implement strategies te reduce the
occurrence of critical meidents and improve the quality of care delivered to members. MCOs are
required to follow the process outlined at 441 lowa Administrative Code 77.25 (3) for reporting major
incidents. The State maintains ultimaie oversight throngh the mechanisms identified in the submitted
amendment (i.e., HCBS Quality Assurance and Technical Assistance Uni, critical incident review, efc.).

Appendix G: Participant Safeguards

Appendix G-2: Safeguards Concerning Restraints and Restrictive Interventions
(2 of 3)

h. Use of Restriciive Interventions. (Select one):

"% The State does not permit or prohibits {e use of restrictive interventions

Specify the State agency {or agencies) responsible for detecting the unauthorized use of restrictive imterventions
and how this oversight is conducted and its frequency:

® The use of resirictive interventions is permitted during the course of the delivery of waiver serviees

Complete Items G-2-b-1 and G-2-b-1.

i. Safeguards Concerning the Use of Restrictive Interventions. Specify the safegnards that the State has

i effect concerning the use of interventions that restrict participant movement, participant access to other
individuals, locations or activities, restrict participant rights or employ aversive methods (not including
restraints or seclusion) to modify behavior. State laws, reguiations, and policies referenced in the
specification are available to CMS upon request through the Medicaid agency or the operating agency.

FFS and MCO

A restrictive intervention is an action or procedure that imposes a restriction of movement, that limits a
member’s movement, access to other individuals, locations or activities, or restricts a member’s

rights. 441-IAC 77.25(4) describes restrictive interventions as restraints, restrictions and behavioral
intervention.

The DHS policy regarding restrictive interventions is as follows, and applies to all types of restrictions
that may be used by waiver providers. A restrictive intervention is an action or procedure that limits a
member’s movement, access to other individuals, locations or activities, or restricts a member’s rights.
The use of any resirictive interventions as part of the waiver program is treated as rights limitations of
the member recelving services. As a rights limitation, the restrictive interventions must be agreed to by
the interdisciplinary team and identified in the member’s plan of care (441 lowa Administrative Code
83.67(4)).

Per 441 lowa Administrative Code Chapter 77.25(4), providers “shall have in place a system for the
review, approval, and implementation of ethical, safe, humane, and efficient behavioral intervention
procedures.” All members receiving home- and community-based habilitation services shall be afforded
the protections imposed by these rules when any restraint, restriction, or behavioral intervention is
implemented.

a. The system shall include procedures to inform the member and the member’s legal guardian of the
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restraint, restrictior, and behavioral intervention policy and procedures at the tine of service approval
and as changes occur.

b. Restraint, restriction, and behavioral intervention shall be used only for reducing or eliminating
maladaptive target behaviors that are identified in the member’s restraint, restriction, or behavioral
intervention prograti.

¢. Restraint, restriction, and behavioral miervention procedures shall be designed and implemented only
for the benefit of the member and shall never be used as punishment, for the convenience of the staft, or
as a substitute for a nonaversive program.

d. Restraint, restriction, and behavioral intervention programs shall be time-limiied and shall be
reviewed at least quarterly.

e. Corporal punishment and verbal or physical abuse are prohibited.”

These safeguards are the same regardless of what restrictions are used. All restrictions must alse be
consistent with the Children’s Health Act of 2000 and other applicable Federal laws. All members
served under an HCBS waiver service shall be afforded the protections imposed by these requirements.
Any provider contracting with DHS to provide waiver services must conduct its activities in accordance
with these requirements. Restrictions may be designed and implemented only for the benefit of the
member and may never be used merely as punishment or for the convenience of the staff or as a
substitute for a non-aversive program.

The case manager, health home coordinator, or communify-based case manpager has the responsibility to
assess the need for the restrictive interventions, identify the specific restrictive intervention, explain why
the intervention is being used, identify an intervention plan, monitor the use of the restrictive
intervention, and assess and reassess need for continued use. The service plan authorizes the services to
be delivered to the member and identifies how they are to be provided. Without the authorization,
services cannot be provided to a member.

Providers are required to use the service plan as the basis for the development and implementation of the
providers’ treatment plan. The provider is responsible for developing a pian to meet the needs of the
member and to traip all staff on the implementation strategies of the treatment plan, such. that the
interventions are individualized and in accordance with the previously devised plan. Providers and the
case manager, health home coordinator, or community-based case manager are responsible for
documenting all behavioral interventions, incloding restrictive interventions, in the service plan as well
as the member’s response to the intervention. Providers and case manager, health home coordinator, or
community-based case manager are also required to subrmit critical incident reports to the BLTC care,
via the IMPA, any time a restrictive intervention is utilized.

Providers are required to matntain a system for the review, approval and implementation of ethicai, safe,
humane and efficient behavioral intervention procedures, that inform the member and his/her legal
guardian of the behavioral intervention policy and procedures at the time of eniry info a facility and as
changes occur. Non-aversive methods of intervention must be designed and utilized as the option of first
use, prior to design or implementation of any behavioral intervention containing aversive techniqgues.

Behavioral intervention procedures may be designed and implemented only for the benefit of the
member and may never be used merely as punishment or for the convenience of the staff or as a
substitute for a nonaversive program. Behavioral intervention procedures may only be used for reducing
or eliminating matadaptive target behaviors that are identified in the member’s Behavioral Intervention
Program. Corporal punishment and verbal or physical abuse are prohibited. Restrictions may only be
used for reducing or eliminating maladaptive target behaviors that are identified in the member’s
Behavioral Intervention Program. For the purposes of decelerating maladaptive target behaviors a
Behavioral Intervention Program includes at least the following components:

- A clear objective description of the maladaptive target behavior to be reduced or eliminated.

- A clear objective description of the incompatible or alternative appropriate response, which will be
reinforced.

- A list of restrictions and behavioral interventions utilized to teach replacement behaviors that serve the
same behavioral function identified through a functional analysis or review of the maladaptive target
behaviors. Restrictions and behavioral interventions may only be ntilized to teach replacement behaviors
when non-aversive methods of positive support have been ineffective.

- A baseline measurement of the level of the target behavior before intervention.
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Any provider employee who implements an aversive procedure must be able to catry out the procedure
as it is written. A person’s ability to implement a procedure must be documented in one of the following
ways:

- A program staff person may observe each person in a role-play situation in order to document his or
her ability to implement the procedure as written.

- Supervisory personnel from the provider may provide documentation of employees’ ability to
implement a procedure if the following conditions are met: (i) the supervisor’s ability to implement the
procedure has been documented by a program staff person; (if) the supervisor observes each employee
in a role play

sttuation and documents the emplovee’s ability to implement the procedure; and (iii} the provider
maintains a list of those employees who have been observed and are considered capable of
implementing the procedure. The list should specify the dates that an employee demonstraied
competency and the name of staff that certified the employee.

- Implementation of a program io atter an member’s behaviors.

Restrictions and behavioral intervention procedures must be implemented by systematic program
review, It must ensure that a member’s right to be free from aversive, intrusive procedures is balanced
against the member’s interests in receiving services and ireatment whenever a decision regarding the use
of aversive procedures is made. Any decision to implement a program to alter a member’s behavior
must be made by the interdisciplinary team and the program must be described fully as a Behavioral
Intervention Program incorporated nto the member’s service plan and the case manager, health home
coordinator, or community-based case manager’s plan of care. In general, the Behavioral Intervention
Program must meet the following minimum requirements;

- Show that previous attempts to modify the maladaptive target behavior using less restrictive
procedures have not proven to be effective, or the situation is so serious that a restrictive procedure is
immediately warranted.

- The proposed procedure is a reasonable respouse to the member’s maladaptive target behavior.

- Emphasize the development of the functional alternative behavior and positive approaches and positive
behavior intervention.

- Use the jeast restrictive intervention possibie.

- Ensure the health and safety of the member and that abusive or demeaning intervention is expressly
prohibited.

- Be evaluated and approved by the interdisciplinary team through quarterly reviews of specific data on
the progress and effectiveness of the procedures.

Documentation regarding the Behavioral Intervention Program must include:

- Approval by the member’s mterdisciplinary feam, with the written consent of the member’s parent if
the member is under eighteen vears of age, or the member’s legal guardian if one has been appointed by
the court.

- A writter: endorsement from a physician for any procedure that might affect the member’s health.

- A functional analysis that is defined as, and includes, the following components:

(i} clear, measurable description of the behavior to include frequency, duration, mtensity and severity of
the behavior;

(ii) clear description of the need to alter the behavior; an assessment of the meaning of the behavior,
which includes the possibility that the behavior is an effort to communicate, the result of medical
conditions or environmental causes; or the result of other factors;

(1i1) description of the conditions that precede the behavior in question;

{(iv) description of what appears to reinforce and maintain the behavior; and

(v) a clear and measurable procedure, which will be used to alter the behavior and develop the
functional alternative behavior.

- Documentation that the member, the guardian, and interdisciplinary team are fully aware of and
consent to the program in accordance with the interdisciplinary process.

- Documentation of ali prior programs used to eliminate a watadaptive target behavior.

- Documentation of staff training.

Behavioral Intervention Programs shall be time limited and reviewed at least quarterly. Restrictions

must be considered on an individual basis after they are reviewed by the interdisciplinary team and
entered into the written plan of care with specific time lines. All restrictions are explained to the member
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id.

and their legal representative and agreed upon ahead of time. Unauthorized use of restrictions would be
detected via mterviews with the member, their family and staff and case manager, health home
coordinator, or communiiy-based case manager; through review of critical incident reports by DHS and
member’s case manager, health home coordinator, or communify-based case manager on a daily basis;
DHS and case manager, health home coordinator, or community-based case manager review of written
documentation authored by provider staff, through the annual review activities associated with the
provider Self-Assessment process; and by reporis from any interested party (complaints).

Reviews may include desk reviews where the department requests reember’s records to be reviewed or
onsite where the department or department designee goes onsite to review documentation. One hundred
perceni of waiver providers are reviewed at least once every five years to ensure that the DHS policy for
each type of agency identified restriction is observed and member rights are safeguarded. If it is found
that a waiver provider is not observing DHS policy or ensuring a member’s rights, adverse action is
taken by the IME, which may include sanction, termination, required corrective action, etc.

The HCBS Quality Assurance and Technical Assistance Unit is also responsible for conducting IPES
interviews with waiver members. The IPES tool has been expanded based on the federal PES tool and
thought to capture a more comprehensive view of lowa's wajver population needs and issues. The [PES
tool incorporates the seven principles of the Quality Framework and is able to adjust based on the
member interviewed and service enrolimerit. HCBS Specialists conduct interviews either face-to-face or
via telephone, to the discretion of the warver member. All waiver members have the right to decline
interview. The results of these interviews are presented to the state on a quarterly basis.

The member’s case manager, health home coordinator, or community-based case manager, 1s
responsibie to monitor individual plans of care including the use of restrictions and behavioral
interventions.

State Oversight Responsibility. Specify the State agency (or agencies) responsible for monitoring and
overseeing the use of restrictive imterventions and how this oversight 1s conducted and its frequency:

A restrictive intervention s an action or procedure that imposes a resiriction of movement, that lmmits a
participant’s movement, access to other individuals, locations or activities, or restricts a participant’s
rights. 441-TAC 77.25(4) describes restrictive interventions as resfraints, restrictions and behavioral
intervention. Per the descripiion of restrictive interventions noted in the application {G-2-b-i)above,
Jowa will need to review its inclusion of restraint as a regtrictive intervention.

The first line of responsibility for overseeing the use of restrictive interventions and ensuring safeguards
are in place is the member's case manager, integraied health home care coordinator, or community based
case manager. The use of restrictive interventions must be assessed as needed and identified in the
individual member’s service plan. The use of restrictions would also require the development and
implementation of a restrictive intervention plan and the plan would be included in the participant’s
service plan. The member's case manager, integrated health home care coordinator, or community based
case manager s responsible for monitoring the service plan to assure that supports and services in the
service plan are being implemented as identified in the service plan. Amy issues with the use of
restrictive interventions would be addressed with the provider of service and corrected as needed.

The State confracts with the HCBS Quality Assurance and Technical Assistance Unit to oversee the
appropriateness, provider policies and procedures, and service plan components associated with
restrictions. The Unit conducts periodic reviews of 100% of enrolled waiver service providers to ensure
that policies and procedures are consistent with Staie and federal rule, regulations, and best

practices. Further, the Unit examines member files, and conducts targeted reviews based on complaints,
to ascertain whether restrictions are appropriately incorporated mto the service plan, such that
restrictions are only implemented as designated in the plan (who, what, when, where, why, and how). If
the Unit discovers that the provider is less than compliant, the provider is required fo complete a
corrective action plan (CAP) and implement the CAP to 100% compliance. If it is found that the
clrcumstances are maore serious, recommendations are made to PS and poessible sanctions {suspension,
probation, termination, etc.) may apply.

All waiver service providers, regardless if serving FFS or MCO members, are required to submit major
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incident reports. Categories within the incident report include inappropriate use of restrictions.

FFS

For FFS members, proivder reports of restrictive inferventions are eniered into IMPA, which trigger
milestones in ISIS for fee-for-service members. These triggers alert case managers and integrated health
home care coordinators, and prompt the IME HCBS Incident Reporting Specialist io conduct a review
of the restrictive intervention. If it is found that the restrictive intervention demands further
investigation, the issue is passed to the HCBS Unit for a targeted review. If the Unit discovers that the
provider is less than compliant in areas surrounding the use of restrictions, the provider is required to
complete a corrective action plan (CAP) and implement the CAP to 100% compliance. If i is found that
the circumstances are more serious, recormendations are made to the IME Program Integrity Unit for
possible sanctions that may apply.

MCO

For MCO members, provider reports are entered into the designaied MCO critical incident reporting
system. In the MCO system and processes, MCO CBCMs are alerted along with the MCO Critical
Incident Reporting Spectaltst to conduct a review of the restrictive intervention. Processes for targeted
review, provider corrective actions and Pl referral, if warranted, are followed as discussed in the FFS
process.

IPES INTERVIEWS

The HCBS Quality Assurance Unit is also responsibie for conducting IPES interviews for FFS
members. The MCOs conducts the same IPES interviews for MCO members. The IPES tool has been
expanded based on the federal PES tool and thought fo captare a more comprehensive view of lowa's
waiver population needs and issues. The IPES tool incorporates the seven principles of the Quality
Framework and is able to adjust based on the individual interviewed and service enroliment. IPES
interviews are conducted either face-to-face or via telephone at the discretion of the waiver member. All
waiver members have the right to decline an interview. The results of these interviews are presented to
the state on a quarterly basis.

Fnally, the HCBS Unit compiles all data related to incidents associated with the inappropriate use of
resirictions, as well as data from periodic and targeied provider reviews. Data is analyzed to identify
trends and patterns and reported on a2 monthly and quarterly basis to DHS. Trends are used, along with
those established in the monthly State QA Committee, to guide the dissemination of Informational
Letters and revisions to State Adminisirative Rules.

MCO Community based case managers are responsible for monitoring service plans to assure that
supports and services in the service plan are being impiemented as identified in the service plan. Any
issues with the use of restrictive inferventions would be addressed with the provider of service and
corrected as needed. In addition, MCOs must identify and track critical incidents, regularly review the
number and types of incidents and findings from investigations, and develop and implement strategies to
reduce the occurrence of critical incidents and imiprove the quality of care delivered to members, MCOs
are required to follow the process outlined at 441 lowa Administrative Cede 77.25 (3) for reporting
major incidenis. The State maintains ultimate oversight through the mechanisms identified in the
submitted amendment (1.e., HCBS Quality Assurance and Technical Assistance Unit, critical incident
review, etc.).

Appendix G: Participant Safeguards

Appendix G-2: Safeguards Concerning Restraints and Restrictive Interventions
(3 of 3)

¢. Use of Seclusion. (Select one): (This section will be blank for waivers submitied before Appendix G-2-c was added to
WMS in March 2014, and responses for seclusion will display in Appendix G-2-a combined with information on
restraints. )

_ The State does not permit or prokibits the use of seclusion
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Specify the State agency (or agencies) responsible for detecting the unauthorized use of seclusion and how this
oversight is conducied and its frequency:

# The use of seclusion is permitted during the course of the delivery of waiver services. Complete Iems G-2-
c-1 and G-2-c-il.

i. Safeguards Concerning the Use of Seclusion. Specify the safeguards that the State has established
concerning the use of each type of seciusion. State laws, regulations, and policies that are referenced are
available to CMS upon request through the Medicaid agency or the operating agency (if applicable).

The DHS policy regarding seclusion is as follows, and applies to all types of seclusions that may be used
by waiver providers, regardiess of delivery system (i.c., FFS or MCO) Examples of seciusion include
but are not limited to locking an member in a room, locking an member out of an area of their residence,
or limiting community time. All incidents of seclusion must be documented in the member's service
record and reported to the IME as a critical incident. As 2 rights limitation, the seclusion procedures
must be agreed to by the interdisciplinary team and identified in the member’s plan of care (441 lowa
Administrative Code Chapter 83). All incidents of seclusion must be documented in a member’s file and
reporied as a critical incident.

Per 441 Towa Adminisirative Code Chapter 77.25(4), providers “shall have in place a sysiem for the
review, approval, and implementation of ethical, safe, humane, and efficient behavioral intervention
procedures." All members receiving home- and community-based habilitation services shalt be afforded
the protections imposed by these rules when any restraint, restriction, or behavioral intervention 1s
implemented.

a. The system shall include procedures to inform the member and the member’s legal guardian of the
restraint, restriction, and behavioral mtervention policy and procedures at the time of service approval
and as changes occur.

b. Restraint, restriction, and behavioral intervention shall be used only for reducing or climinating
maladaptive target behaviors that are identified in the member’s restraint, resiriction, or behavioral
intervention program.

¢. Restraint, restriction, and behavioral intervention procedures shall be designed and implemented only
for the benefit of the member and shall never be used as punishment, for the convenience of the staft, or
as a subsiitute for a nonaversive program.

4. Restraint, restrictior, and behavioral intervention programs shall be time-limited and shall be
reviewed at least quarterly.

e. Corporal punishment and verbal or physical abuse are prohibited.”

The same standard is used for seclusion as a restrictive intervention. All seclusions must also be
consistent with the Children’s Health Act of 2000 and other applicable Federal laws. All members
served under an HCBS waijver service shall be afforded the protections imposed by these

requirements. Any provider coniracting with DHS to provide waiver services must conduct its activities
in accordance with these requirements. Seclusion procedures may be designed and implemented only
for the benefit of the member and may never be used merely as punishment or for the convenience of the
staff or as a substitute for a non-aversive program.

Seclusion may be allowed depending on the provider’s agency policy to ensure that there s an
accompanying behavioral intervention plan, documentation of each instance, and monitoring of its use.
Saclusion can be considered on ap individual basis after the interdisciplinary team reviews them, and are
entered into the written plan of care with specific time lines. I a member were placed in a closed room,
the time frame would need to be determined on an individual basts and spelled out in the service plan.
The provider wouid need to document the use of this seciusion in the member’s service file each time it
was uiilized by staff. The provider would be required to have a written policy approved by DHS on the
supervision and monitoring of members placed in a closed room, such as monitoring on a fifteen minute
basis to assure the health and welfare of the member.

Seclusion procedures may only be used for reducing or eliminating maladaptive target behaviors that are
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identrfied in the member’s Behavioral Intervention Program. For the purposes of decelerating
maladaptive target behaviors a Behavioral Intervention Program includes at least the foliowing
COmPONEns:

- A clear objective description of the maladaptive target behavior to be reduced or eliminated.

- A clear objective description of the incompatible or alternative appropriate response, which wili be
reinforced,

- A list of seclusions and behavioral interventions utilized to teach replacement behaviors that serve the
same behavioral function identified through a functional analysis or review of the maladaptive target
behaviors. Seclusions and behavioral interventions may only be utilized to teach replacement behaviors
when non-aversive methods of positive support have been ineffective.

- A baseling measurement of the level of the target behavior before intervention.

Any provider employee who implements ar aversive procedure must be able to carry out the procedure
as it is written. A person’s ability to implement a procedure must be documented in one of the following
ways:

- A program staff person may observe each person in a role-play situation n order to document his or
her ability to implement the procedure as written.

- Supervisory personne! from the provider may provide documentation of employees’ ability to
implement a procedure if the following conditions are met: (

1) the supervisor’s ability to implement the procedure has beer documented by a program staff person;
ii) the supervisor observes each emplovee In a role play situation and documents the employee’s ability
to implement the procedure; and

(iii) the provider maintains a list of those employees who have been observed and are considered
capable of implementing the procedure. The list should specify the dates that an employee demonsirated
competency and the name of staff that certified the employee.

- Implementation of a program to alter an individual’s behaviors.

Seclusion and behavioral intervention procedures must be implemented by systematic program review.
It must ensure that 2 member’s right to be free from aversive, intrusive procedures is balanced against
the member’s interests in receiving services and freatment whenever a decision regarding the use of
aversive procedures is made. Any decision fo implement a program to alter an metnber’s behavior must
be made by the interdiscipliniary team and the program must be described fully as a Behavioral
Intervention Program incorporated into the member service plan and the case manager, health home
coordinator, or community-based case manager’s plan. of care. In general, the Behavioral Intervention
Program must meet the following minimum requirements.

- Show that previous attempts to modify the maladaptive target behavior using less restrictive
procedures have not proven to be effective, or the situation is so serious that 2 restrictive procedure is
immediately warranted.

- The proposed procedure is a reasonable response to the person’s maladaptive target behavior.

- Emphasize the development of the functional alternative behavior and positive approaches and positive
behavior infervention.

- Use the least restrictive intervention possible.

- Ensure the health and safety of the individual and that abusive or demeaning intervention is expressly
prohibited.

- Be evaluated and approved by the interdiscipiinary team through quarterly reviews of specific data on
the progress and effectiveness of the procedures.

Documentation regarding the behavior program must include:

- Approval by the member’s interdisciplinary team, with the wrttien consent of the member’s parent if
the member is under eighteen years of age, or the member’s legal guardian if one has been appointed by
the court.

- A written endorsement from a physician for any procedure that might affect the member’s health.

- A functional analysis that is defined as and includes the following components:

(i) clear, measurable description of the behavior to include frequency, duration, intensity and severity of
the behavior,

(ii) clear description of the need to alter the behavior; an assessment of the meaning of the behavior,
which includes the possibility that the behavior is an effort to communicate, the result of medical
conditions or environmental causes; or the result of other factors;

(1ii) description of the conditions that precede the behavior in question;
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ik.

iv) description of what appears to reinforce and maintain the behavior; and

v) a clear and measurable procedure, which will be used to alter the behavior and develop the functional
altermative behavior.

- Documentation that the member, the guardian, and interdisciplinary team are fully aware of and
consent to the program in accordance with the interdisciplinary process.

- Documentation of all prior programs used to eliminate a maladaptive target behavior.

- Documentation of staff training.

Behavioral Intervention Programs shall be time limited and reviewed at Jeast quarterly. Seclusions must
be considered on ar individual basis after they are reviewed by the interdisciplinary team and entered
into the written plan of care with specific time lines. All seclusions are explained to the member and
their legal represeniative and agreed upon ahead of time.

Unauthorized use of seclusion would be detected via interviews with the member, their family and staft
and case manager, health home coordinator, or community-based case manager; through review of
critical incident reports by DHS and member’s case manager. health home coordinator, or community-
based case manager on a daily basis; DHS and case manager, health home coordinator, or community-
based case manager review of written documentation authored by provider staff; through the annual
review activities associated with the provider Self-Assessment process; and by reports from any
interested party (comptiatnts). Reviews may include desk reviews where the department requests
member’s records o be reviewed or onsite where the department or department designee goes onsite to
review documentation. One hundred percent of waiver providers are reviewed at least once every five
years to ensure that the DHS policy for each type of agency identified seclusion is observed and member
rights are safeguarded. If it is found that a waiver provider is not observing DHS policy or ensuring a
member’s rights, adverse action is taken by the IME, which may include sanction, termination, required
corrective action, etc.

The member’s case manager, health home coordinator, or conununity-based case manager, is
responsible to monitor individual plans of care including the use of seclusion and behavioral
interventions.

State Oversicht Responsibility. Specify the State agency (or agencies) respousible for oversecing the
use of seclusion and ensuring that State safeguards concerning their use are followed and how such
oversight is conducted and its frequency:

The first line of responsibility for overseeing the use of seclusion and ensuring safeguards are n place is
the member’s case managet, health home coordinator, or community based case manager. The use of
seclusion must be assessed as needed and identified m the individual member’s service plan. The use of
sectusion would also require the development and implementation of a behavior plan and the plan would
be included in the member’s service plan. The case manager, health home coordinator, or community
based case manager is responsible for monitoring the service plan to assure that supports and services in
the service plan are being implemented as identified in the service plan. Any issues with the use of
seclusion would be addressed with the provider of service and corrected as needed.

"The State contracts with the HCBS Quality Assurance and Technical Assistance Unit to oversee the
appropriateness, provider policies and procedures, and service plan components associated with
seclusion. The Unit conducts periodic reviews of 100% of enrolled waiver service providers to ensure
that policies and procedures are consistent with State and federal rule, regulations, and best practices.
Further, the Unit examines member files, and conducts targeted reviews based on complaints, to
ascertain whether seclusion is appropriately incorporated into the service plan, such that seclusion is
only implemented as designated in the plan (who, what, when, where, why, and how). If the Unit
discovers that the provider is less than compiiant, the provider is reguired to complete a corrective action
plan (CAP) and implement the CAP to 100% compliance. If it is found that the circumstances are more
serious, recommendations are made to PS and possible sanctions (suspension, probation, termination,
etc.) may apply.

Al waiver service providers are required to submit major incident reports. Categories within the
incident report include inappropriate use of seciusion. These reports are entered into IMPA, trigger
milestones in 1818 for fee-for-service members that alert case managers, health home coordinators and
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prompt the HCBS Incident Reporting Specialist to conduct a review of the incident. If it is found that the
mcident demands further investigation, the issue is passed to the Unit for a targeted review. If the Unit
discovers that the provider is less than compliant in areas surrounding the use of seciusion, the provider
is required to complete a corrective action plan (CAP} and implement the CAP to 100% compliance. If
it 1s found that the circumstances are more serious, recommendations are made to PS and p()bslble
sanctions (suspension, probation, termination, etc.) may apply.

The HCBS Quality Assurance and Technical Assistance Unit is also responsible for conducting [PES
interviews with waiver members. The IPES too! has beer expanded based on the federal PES tool and
thought to capiure a more comprehensive view of lowa's waiver population needs and issues. The IPES
tool incorporates the seven principles of the Quality Framework and is able to adjust based on the
member interviewed and service enrollment. HCBS Specialists conduct interviews either face-to-face or
via telephone, to the discretion of the watver member. All watver members have the right to decline
interview. The results of these interviews are presented fo the state on a quarierly basis.

Finally, the Unit compiles all data related to incidents reported in IMPA associaied with the
inappropriate use of seclusion, as well as data from periodic and targeted provider reviews conducted by
the Unit. Data is analyzed o identify trends and patterns and reported on a monthiy and quarterly basis
to DHS. Trends are used, along with those established in the monthly State QA Commmittee, io guide the
dissemination of Informational Letters and revisions to State Administrative Rules.

Appendix G: Participant Safeguards
Appendix G-3: Medication Management and Administration (1 of 2)

This Appendix must be completed when waiver services are furnished to participants who are served in licensed or
unlicensed living arrangements where a provider has round-the-clock responsibility for the health and welfare of residents.
The Appendix does not need io be completed when waiver participants are served exclusively in their own personal
residences or in the home of a family member.

z2. Applicability. Select one:

- No. This Appendix is not applicable (do not complete the remaining items)

® Ves. This Appendix applies (complete the remaining items)
b. Medication Management and Follow-Up

i. Responsibility. Specify the entity (or entities} that have ongoing responsibility for monitoring participant
medication regimens, the methods for conducting monitoring, and the frequency of monitoring.

Per 44| Towa Administrative Code 77.46(5), respite providers must meet the foliowing requirements as &
condition of providing respite care under the waiver: (1) raining on provision of medication according to
agency policy and procedure; and (2) the staff member shall not provide any direct service without the
oversight of supervisory staff unti! training is completed.

The case manager, health home coordinator, or community-based case manager, and any provider
responsible for medication administration must menitor the documentation of medication administration to
ensure adherence to the service plan and provider policies and procedure. The provider agency frequentiy
and routinely monitors as outlined in their policies and procedures, and quality improvement pians. Provider
agencies are expected to review medication administration on a daily basis to ensure health and welfare of
member as well as perform quality assurance on a timeframe identified by the agency (most often

monthly). The case manager, health home coordinator, or community-based case manager also monitor
during the annual service ptan development. MCO community-based case managers moniior the
documentation of medication administration to ensure adherence to the service plan and provider policies and
procedures.

Monitoring includes review of the service documentation to ensure that medications have been administered

at the designated times and by designated individuals. Further monitoring occurs through the report of major
incidents whenever a medication error results in physicians” treatment, mental health intervention, law
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enforcement intervention, death, or elopement. When a major incident has occurred, follow-up, investigation,
and remediation occurs as identified in G.L.d. All medication errors resulting in a major incident report or
discovered via complaint are fully investigated. If it is determined that a harmful practice has been detected,
the provider agency completes a corrective action plan and may face sanctions depending or severity and
negligence of the circumstance.

The Towa Medicaid program has actively managed Medicaid pbarmacy benefits through a Preferred Drug
List (PDL) since 2005. A governor appointed medical assistance pharmaceutical and therapeutics (P&T)
commitiee was established for the purpese of developing and providing ongoing review of the PDL. The
prior authorization department of the IME MSU urilizes the PDL to review medication management. First
line responsibility Lies with the prescriber who is contacted by fax or telephone regarding a prescription.
Pharmacists review patient profiles for proper diagnosis, dosage strength and length of therapy.

The DHS Member Services Unit has established procedures te monitor Medicaid members’ prescribing
physicians and pharmacies. Analysis has established risk thresholds for these factors to mitigate possible
abuse, harmful drg reactions, and to improve the outcomes of medication regimes for Medicaid

members. When it is identified that members exceed the established risk thresholds, the member is placed in
lock-in. Lock-in establishes one prescribing physician and one filting pharmacy for each member. The
Member Services Unit also conducts statistical analysis of the use of cerfain drugs and usags

patterns. Identification. of trends for prescriptions and usage patterns of high risk or addictive medications 1s
presented to DHS on a monthly or quarterly basis.

Second-iine monitoring is conducted concerning the use of behavior modifying medications through a variety
of mechanisms. First, member education is destgned to ensure appropriate utilization (correcting
overutilization and underutilization), at & minimuwn, and to improve adherence. Second, restriction programs,
inciuding policies, procedures, and criteria for establishing the need for the lock-in, may also be
implemented. Finally, medication therapy management programs are developed to identify and target
members who would most beneafit, and include coordination between the participant, the pharmacist and the
prescriber using various means of communication and education.

The Drug Utilization Review {DUR) Commission is a quality assurance body, which seeks to improve the
quality of pharmacy services and ensure rational, cost-effective medication therapy for Medicaid members in
Towa. The commission reviews policy issues and provides suggestions on prospective DUR criteria, prior
authorization guidelines, OTC coverage, and plan design issues. The DUR sysiem provides for the evaluation
of individual member profiles by a qualified professional group of physicians and pharmacists, with expertise
in the clinically appropriate prescribing of covered outpatient drugs, the clinically appropriate dispensing and
monitoring of outpatient drugs, drug use review, evaluations and intervention, and medical quality assurance.
Members of this group also have the knowledge, ability, and expertise to target and analyze therapeutic
appropriateness, inappropriate Jong-term use of medication, overuse/underuse/abuse/polypharmacy, lack of
generic use, drug-drug interactions, drug-disease contraindications, therapeutic duplications, therapeutic
benafit issues, and cost-effective drug strengths and dosage forms. In addition, the IME MSU reviews
Medicaid member records to ensure that the member had a diagnosis or rational documented for each
medication taken.

The Department of Inspections and Appeals (DIA) is responsible for Medicaid member’s medication regimes
for waiver members served in an RCF/ID. All medical regimes are included in the member’s record.
Medications administered by the facility are recorded on a medical record by the individual who administers
medication. Ali RCF/[Ds are licensed facilities and must meet all Department of Inspections Administrative
Rules to obtain an atmually renewable license. Medical records are reviewed during licensure renewal.
Persons administrating medication must be a licensed nurse or physician or have successfully completed a
department approved medication aide course. If the provider stores, handles, prescribes, dispenses, or
administers prescription or over the counter medications the provider is required io develop procedures for
the storage, handling, prescribing, dispensing, or administration of medication. For controlled substances,
providers must maintain DIA procedures. If the provider has a physician on staff or under contract. the
physician must review and document the provider's prescribed medication regime at least annually in
accordance with current medical practice. Policies and procedures must be developed in written form by the
provider for the dispensing, storage, and recording of all prescription and nonprescription medications
administered, monitoring medications requiring close supervision because of fluctuating physical or
psychological conditions, including antihypertensive, digitalis preparations, mood-altering or psychotropic
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i,

drugs, or narcotics. Policies and procedures are reviewed by the HCBS Specialists for compliance with state
and federal reguiations. If deficiencies are found, the provider is required to submit a corrective action, and
foliow-up surveys may be condacted based on the severity of the deficiency.

Methods of State Oversight and Follow-Up. Describe: (a) the method(s) that the State uses to ensure that
participant medications are managed appropriately, including: (a) the identification of potentially harmful
practices {e.g., the concurrent use of contraindicated medications); (b) the method(s} for following up on
potentially harmful practices; and, (¢) the State agency (or agencies) that is responsible for follow-up and
oversight.

Second line responsibility is utilized when issues are more complex. Occurrences of high dosage use for
certain medications or prescribing drugs for an age group where the drug is not FDA indicated are sent to
DHS-IME for review. In some cases edits have been placed m the computer system so the preseriber could
not prescribe for age groups not indicated.

Lock-In: Trending and analysis has been conducted by the MSU and “lock-in™ strategies have been
implemenied for members who have, lnstorically, multiple prescribers and pharmacies. ldentification of these
members allows the Medicaid payment of only one prescribing physician and one pharmacy. This allows for
increased monitoring of appropriate medication management and mitigates the risk associated with
pharmacological abuses and negative contraindications.

Drug Utilization Review (DUR} Commission: The DUR is a second line monitoring process with oversight
by DHS. The DUR system: includes a process of provider intervention that promotes quality assurance of
care, patient safety, provider education, cost effectiveness and positive provider relations. Letters to providers
generated as a result of the professional evaluation process identify concerns about medication regimens and
specific patients. At least one lowa licensed pharmacist is avallable to reply o writing to questions submitted
by providers regarding provider correspondence, to communicate by telephone with providers as necessary
and to coordinate face-to-face interventions as determined by the DUR.

The Department of Inspections and Appeals (DIA): This DIA is responsible for oversight of licensed
facilities. DIA communicates all findings to DHS and any issues identified during the RCY/ID licensure
process, or critical incidents as they arise. The DIA tracks information and provides maining as necessary to
improve quality. This information is alse shared with DHS. Both the DIA and DHS follow-up with identified
RCF/IDs to assure that action steps have been made to ensure potential harmful practices do not reoccur.

HCBS Quality Assurance Unit: DHS contracts with the Unit to oversee the appropriateness, provider policies
and procedures, and service plan components associated with medication managemert. The Unit conducts
periodic reviews of 100% of enrolled waiver service providers to ensure that policies and procedures are
consistent with State and federal rule, regulations, and best practices. Further, the Unit examines member
files, and conducts targeted reviews based on complaints, to ascertain whether medications are appropriately
incorporated into the service plan. 1f the Unit discovers that the provider is less than compliant, the provider
is required to complete a corrective action plan (CAP) and implement the CAP to 100% compliance. If it s
found that the circumstances are more serious, recommendations are made to PS and possible sanctions
(suspension, probation, termination, etc.) may apply.

With respect to MCO members, community based case managers are responsible for monitoring service
plans to assure that supports and services in the service plan are being implemented as identified in the
service plan. Any 1ssues with the use of medication would be addressed with the provider of service and
corrected as needed. In addition, MCOs must maintain documentation of the member’s medication
management done by the MCOs clinical staff; monitor the prescribing patterns of network prescribers to
improve the quality of care coordination services provided to members through strategies such as: (a)
1dentifying medication utilization that deviates from current clinical practice guidelines; (b) identifying
members whose utilization of controlled substances warrants miervention; {(c) providing education, support
and technical assistance to providers; and (d) moniior the prescribing patterns of psychotropic medication to
children, including children in foster care. Finally, MCOs must identify and track critical incidents, regularly
review the number and types of incidents and findings from investigations, and develop and implement
sirategies to reduce the occurrence of critical incidents and mmprove the quality of care delivered to members.
MCOs are required to follow the process outlined at 441 lowa Admiristrative Code 77.25 (3) for reporting
major incidents. The State maintains nitimate oversight through the mechanisms identified in the submitted
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amendment (i.e.. HCBS Quality Assurance and Technical Assistance Unit, critical incident review, etc.).

All waiver service providers are required to submit major incident reporis. Categories within the incident
report include medication errors. These reports are entered info IMPA, frigger milestones in ISIS for fee-for-
service members that alert case managers and health home coordinators, and prompt the HCBS Incident
Reporting Specialist to conduct a review of the incident. If it is found that the incident demands further
investigation, the issue is passed to the Unit for a targeted review. If the Unit discovers that the provider is
less than compliant in areas surrounding medication management, the provider is required to compiete a
corrective action pian (CAP) and implement the CAP to 100% compliance. Ifit ts found that the
circumstances are more serious, recommendations are made to P'S and possible sanctions (suspension,
probation, termination, etc.) may apply.

The Unit compiles all data related to incidents reported in IMPA associated with the inappropriate use of
medication, as well as data from periodic and targeted provider reviews conducted by the Unit. Data is
analyzed to identify trends and patterns and reported on a monthly and quarterly basis to DHS. Trends are
used, along with those established in the monthly State QA Comunittee, fo guide the dissemination of
Informational Letters and revisions to Staic Administrative Rules.

Appendix G: Participant Safeguards
Appendix G-3: Medication Management and Administration (2 of 2)

¢. Medication Administration by Waiver Providers

i. Provider Adminisiration of Medications. Select one:

"' Not applicable. (do not complete the remaining items}

‘@' Waiver providers are responsible for the administration of medications to waiver participants who
cannot self-administer and/or kave responsibility (o oversee participant self-administration of
medications. (complete the remaining items)

ii. State Policy. Summarize the State policies that apply to the administration of medications by waiver providers
or waiver provider responsibiiities when participants self-administer medications, including {if applicable)
policies concerning medication administration by nor-medical waiver provider personnel. State laws,
regulations, and policies referenced in the specification are available to CMS upon request through the
Medicaid agency or the operating agency (if applicable).

Respite Service providers must have policies and procedures developed for dispensing, storage, and
recording all prescription and nonprescription medication administered. 441 lowa Administrative Code
Chapters 77.30{3)}b)2), 77.33(6) (b)(2), 77.34(5) (b)(2), 77.37(15) (b)(2), 77.39(14) (b)(2), and 77 46(5)e)
state:

“Procedures shall be developed for the dispensing, storage, authorization, and recording of all prescription
and nonprescription medications administered. Home health agencies must follow Medicare regulations for
medication dispensing. All medications shall be stored in thelr original containers, with the accompanying
physician’s or pharmacist’s directions and label intact. Medications shall be stored so they are inaccessible
to members and the public. Nonprescription medications shall be labeled with the member’s name. In the
case of medications that are administered on an ongoing, long-term basis, authorization shall be obtained for
a period not to exceed the duration of the prescription.”

Providers are required to have staff trained on medication administration and provide safe oversight of
medication administration. The State does not require specific medication administration curriculum te be
used, Providers are responsible to assure that staff has the skills needed to administer medications safely.
There are no uniform requirements in the Towa Administrative Code for the provision of medication
administration or for the self-administration of medications by Medicaid members.

The Provider Self-Assessment guality improvement process requires providers to have a policy and

procedure for the storage and provision of medication. This process requires a more uniform approach for the
provider in the requirements for medication management. The Provider Self-Assessment review checklist
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used by the HCBS Specialist to review providers identifies the folowing minimum standards that the
medication policy will identify:

- The provider’s role in the management and/or adminisiration of medications

- If staff administers medications, the policy will identify the: (1) training provided to staff prior to the
administration of medications; (2) method of documenting the administration of medications; (3) storage of
medications; (4} the agsessment process used to determine the Medicaid member’s role in the administration
of medications.

The provider Seif-Assessment process also requires providers to have discovery, remediation and
improvement processes for medication administration. The information and results of these activities is
available to DHS upon request. Currently the self-assessment process is not set forth in the Jowa
Administrative Code.

Home Health agencies that provide waiver services must follow Medicare regulations for medication
adminisiration and dispensing. All medications must be stored in their original containers with the
accompanying physician's or pharmacist’s directions and label ntact. Medications shall be stored so they are
naccessible to Medicaid members and the public. Nonprescription medications shall be labeled with the
Medicaid member's pame. In the case of medications that are administered on an ongoing long-term basis,
authorization shall be obtained for 2 period not to exceed the duration of the prescription. All providers of
respite must develop policies that assure that personnel that administer medications have the appropriate
skills and that there is oversigit by medical personnel.

Provider non-medical waiver staff that administers medications must have oversight of a licensed nurse. 1If
the medication reguires, the staff is required ic complete a medication management course through a
community college.

The requirements for non-medical waiver providers must have in order to administer medications to
Medicaid members who cannot self-admintster is that the provider must have a written policy in place on
what the requirements are for their staff to do this and how. If the medications are psychiatric medications the
persor: would have to have successfully completed a medication aide class. Oversight for a staff member who
administers medications that require oversight such as in the case of psychiatric medications would need to
foliow the requirements as spelled out through the Board of Nursing such as having oversight by a registered
nurse. The HCBS Specialists through IME would oversee this policy upon regular reviews of the provider.

Staie oversight responsibility is described in Appendix H for the monitoring methods that include
identification of problems in provider performance and support follow-up remediation actions and quality
improverent activities.

iii. Medication Error Reporting. Select one of the following:

% Providers that are responsible for medication administration are required to both record and
report medication errors to a State agency (Or agencies).
Complete the following three items.

{a) Specify State agency {or agencies) to which errors are reported:

Providers are required to complete incidents reports for all occurrences meeting the criteria for major
and minor incidents and make the incident reports and related documentation available to DHS upon
request. Major incidents must be reported to the BLTC via IMPA. Providers must ensure cooperation in
providing pertinent information regarding incidents as requested by DIHS.

As part of the major incident reporting process described in Appendix G-1, DHS will review and follow-
up on all medication errors that lead to a member hospitalization or death. This can include the wrong
dosage, the wrong medication delivered, medication delivered at the wrong time, Medicaid delivery not
documented, unauthorized administration of medication, or missed dosage. Providers are required ic
submit all medication errors, whether major or minor, to the member’s case manager, health home
coordinator, or community-based case manager when they occur. The case manager, health home
coordinator, or community-based case manager monitors the errors and makes changes to the member’s
service plan as needed to assure the health and safety of the member.
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The Provider Self-Assessment quality improvement process requires providers to have a policy and
procedure regarding medication administration and medication management. The Provider Self-
Assessment process also requires that providers have discovery, remediation, and improvement
processes for medication administration and medication errors. Specifically, providers are required to
have ongoing review of medication management and administration to ensure that medications are
managed and administered appropriately. Providers are also required to track and frend ali medication
errors to assure all medication errors are reviewed and improvements made based on review of the
medication error data. The information and resulis of these activities 13 made available to DHS upon
request and will be reviewed as part of the ongoing Self-Assessment process conducted by the HCBS
Speciaitsts. This will include random sampling of providers, incident specific review {complaint and IR
follow up) and on-site provider review held every five years. DHS is in the process of promulgating
rules to establish the Provider Self-Assessment guality immprovement process in the Administrative
Code.

Other professionals or family members may report medication error incidents at any time as a
complaint. Suspected abuse is reported to the reporting hotline operated by the Department of Human
Services,

{b) Specify the types of medication errors that providers are required to record:

Providers must track and trend all major and minor incident reports. Per Chapter 441 lowa
Adminisirative Code 77.25(1), “major incidents” are defined as an occurrence involving a participant
during service provision that: (1) results in a physical njury 1o or by the participant that requires a
physician’s treatment or admission to 2 hospital; (2) results in the death of any person; (3) requires
emergency mental health treatment for the participant; (4) requires the intervention of law enforcement;
(5) requires a report of child abuse pursuant to iowa Code section 232.69 or a report of dependent adult
abuse pursuant to lowa Code section 235B.3; (6) constitutes a prescription medication error or a pattern
of medication errors that leads to the outcome in paragraph “1,” “2.” or “37; or {7) invoives a
participant’s location being unknown by provider staff who are assigned protective oversight. Service
providers, provider staff, DHS TCM, MCO CBCM, health home coordinators, and community-based
case managers are required to submit incident reports as they are witnessed or discovered. Al major
incidents must be reported within 48 hours of witnessing or discovering an incident has occurred, using
the IME’s Towa Medicaid Portal Access (IMPA) System. Suspected abuse may be reported to the
statewide abuse reporting hotline operated by DHS.

Per Chapter 44} Jowa Administrative Code 77.25(1}, “minor incidents” are defined as an occurrence
nvolving a participant during service provision that is not a major incident and that: (1} results in the
application of basic first aid; (2) results in bruising; (3} results in seizure activity; {4) results in injury to
self, o others, or to property; or (5} constitutes a prescription medication error. Providers are not
required to report minor incidents to the BLTC, and reports may be reported internally within a
provider’s system, in any format designated by the provider {i.e., phone, fax, email. web based
reporting, or paper submission). When a minor incident occurs or a staff member becomes aware of a
minor mcident, the staff member involved must submit the completed incident report to the staff
member’s supervisor within 72 hours of the incident. The compieted report must be maintained in a
centralized file with a notation in the participant’s file.

Providers are required to record all medication errors, both wajor and minor, that occur. Providers are
required to track and trend all medicatior errors and assure all medication errors are reviewed and
improvements made based on review of the medication error data. The information and resuits of these
activities is made available to DHS upon request and will be reviewed as part of the ongoing Self-
Assessment process conducted by the HCBS Specialists.

(c) Specify the types of medication errors that providers must report to the State:

Only major incidents of medication errors that affect the health and safety of the member, as defined by

the major incident criteria, are required to be reporied to the State. All medication errors, both major and
minor, are required to be reporied to the membert’s guardian, case manager, health home coordinator, or

community-based case manager.
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. Providers responsible for medication administration are required to record medication errors but
make information about medication errors available only when requested by the State.

Specify the types of medication errors that providers are required to record:

jiv. State Oversight Respousibility. Specify the State agency (or agencies) responsible for monitoring the
performance of waiver providers in the administration of medications to waiver participants and how
monitoring is performed and its frequency.

The BLTC is responsible for the oversight of waiver providers in the administration of medications to watver
members. Oversight monitoring is completed throngh IMPA, the provider Self-Assessment process, and
monitoring of the member by the member’s case manager, health home coordinator, or community-based
case manager.

With respect to MCO members, community based case managers are responsible for monitoring service
plans to assure that supports and services in the service plan are being implemented as identified in the
service plan. Any issues with the use of medication would be addressed with the provider of service and
corrected as needed. In addition, MCOs must maintain documentation of the member’s medication
management done by the MCOs clinical staff; monitor the prescribing patterns of network prescribers to
improve the quality of care coordination services provided to members through strategies such as: {(a)
identifving medication utilization that deviates from cwrrent clinical practice guidelines; (b) identifying
members whose utilization of controlled substances warrants interventior; (¢) providing education, support
and technical assistance to providers; and (d) monitor the prescribing patterns of psychotropic medication to
children, including children in foster care. Finally, MCOs must identify and track critical incidents, regularly
review the number and types of incidents and findings from investigations, and develop and implement
strategies to reduce the occurrence of critical incidents and improve the quality of care delivered to members.
MCOs are required to follow the process outlined at 441 lowa Administrative Code 77.25 (3) for reporting
major incidents. The State maintains ultimate oversight through the mechanisms identified it the submitted
amendment (i.e., HCBS Quality Assurance and Technical Assistance Unit, critical incident review, etc.). All
of these processes have been described in detail in this Appendix.

Al medication esrors are considered either major or minor incidents, as noted in Subsection “iii.b” above.
These major incidents are reported to the department and follow the incident reporting foliow up protoco! of
the department.

DHS contracts with the HCBS Quality Assurance Unit to oversee the appropriateness of provider policies
and procedures, and service plan components associated with medication management. The Unit conducts
periodic reviews of 100% of enrolled waiver service providers to ensure that policies and procedures are
consistent with State and federal rule, regulations, and best practices. Further, the Unit examines member
files, and conducts targeted reviews based on complaints, to ascertain whether medications are appropriately
incorporated into the service plan. If the Unit discovers that the provider is less than compliant, the provider
is required to complete & corrective action plan (CAP) and implement the CAP to 100% compliance. If it is
found that the circumstances are more serious, recommendations are made to PS and possibie sanctions
{suspension, probation, termination, tc.) may apply.

A waiver service providers are required to submit major incident reports. Categories within the incident
report include inappropriate medication administration. These reports are entered into IMPA, trigger
milestones in ISIS for fee-for-service members that alert member case managers and health home
coordinators, and prompt the HCBS Incident Reporting Specialist to conduct a review of the incident. If it is
found that the incident demands further investigation, the issue is passed to the Unit for a targeted review. If
the Unit discovers that the provider is less than compliant in areas surrounding medication administration, the
provider is required to complete a CAP and implement the CAP to 100% compliance. Again, if it is found
that the circomstances are more serious, recomrendations are made to PS and possible sanctions
(suspension, probation, termination, etc.) may apply.

The Unit compiles all data related to incidents reported in IMPA associated with the inappropriate
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medication administration, as well as data from periodic and targeted provider reviews conducied by the
Unit. Diata is analyzed to identify trends and patterns and reported on a monthly and quarterly basis to DHS.
Trends are used, along with those established in the monthly State QA Committee, to guide the dissemination
of Informational Leiters and revisions fo State Administrative Rules.

Appendix G: Participant Safeguards
Quality Improvement: Health and Welfare

As a distinct component of the State’s quality improvement strategy. provide information in the following flelds 1o detail the
State's methods for discovery and remediation.

a. Methods for Discovery: Health and Welfare
The state demonstraies it has designed and implemented an effective system for assuring waiver participant health
and welfare, (For waiver actions submitted before June 1, 2014, this assurance read "The State, on an ongoing basis,
identifies, addresses, and seeks to prevent the occurrence of abuse, neglect and exploitation.”)
i. Sub-Assurances:

a. Sub-assurance: The state demonstrates on an ongoing basis that it identifics, addresses and seeks fo
prevent instancesof abuse, neglect, exploitarion and unexplained death. (Performance measures in

this sub-assurance include all Appendix G performance measures for waiver actions submitied before
June 1, 2014.)

Performance Measures

For each performance measure the State will use to assess compliance with the statutory assurance (ov
sub-assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the ageregated daig that will enable the State
1o analvze and assess progress toward the performance measure. In this section provide information
on the method by which each source of data is analvzed siatisticallv/deductively or inductively, how
themes are identified or conclusions drawn, and how recommendations are formulated_where
approprigie.

Performance Measure:

HW-.al: The IME will measure the total number and percent of IAC-defined
major crifical incidents requiring follow-up escaiation that were investigated.
Numerator = # of critical incidents that received follow-up as required;
Denominator = # of critical incidents requiring follow-up escalation

Data Source {Select one):

Critical events and incident reports

If "'Other' is selected, specify:

Data collected in the FES and MCO CIR databases.

Responsible Party for | Frequency of data Sampling Approach
data collection/generation (check each that applies):
collection/generation (check each that applies):
(check each that applies):
.. State Medicaid ™ Weekly o E00% Review
Agency
" Operating Agency | ¢ Monthly . Less than 100%
Review
" Sub-State Entity T Quarterly " Representative
Sample
Confidence
Interval =
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o Other T Annpually " Stratified
Specify: Describe
Coniracted Entity Group: _
and MCOs :
" Continuously and " Other
Ongoing Speeify:
i Other

Data Agpregation and Analysis:

Responsible Party for data Freguency of data aggregation and

aporegation and analysis (check each | analysisicheck each that applies).
that applies):

W State Medicaid Agency T Weekly

" Operating Agency . Monthly

" Sub-State Entity ¢ Quarterly

- Other " Annually
Specify:

7 Continnously and Ongoing

. Other
Specify:

Performance Measure:

HW-a2: The IME will measure CIs that identify a reportable event of abuse,
neglect, exploitation, or unexplained deathk and were followed upon appropriately.
Numerator = # of CIRs that identified a report was made to DHS protective
services and/or appropriate follow up was initiated; Denominator = # of CIs that

identified a reportable event of abuse, neglect, exploitation, and/or unexptained
death

Data Seurce (Select one):

Critical events and incident reports
I 'Other’ 15 selected, specify:

FFS and MCO CIR databases

Responsible Party for Sampling Approach
| data {check each that applies):
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coliection/generafion Frequency of data
{check each that applies): | collection/generation
(check each that applies):
7 State Medicaid T Weekly & 100% Review
Agency
T Operating Agency | -/ Monthly 7" Less than 100%
Review
" Sub-State Entity " Quarterly " Representative
Sample
Confidence
Interval =
W Other T Annualiy " Stratified
Specify: Describe
Contracted Entity Group: |
and MCOs
. Continuousty and . Other
Ongoing Specify:
T Other

Data Aggregation and Analysis:

Respensible Party for data
aggregation and analysis (check each
that applies):

Frequency of data aggregation and
analysisicheck each that applies):

f State Medicaid Agency . Weekly

" Operating Agency ‘™ Monthly

" Sub-State Entity ¢ Quarterly

. Other T Annually
Specify

" Continuously and Ongoing

T Other
Specify:
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b. Sub-assurance: The siate demonstrates that an incident management sysiem is in place that
effectively resolves those incidents and prevenis further similar incidents to the exient possible.

Performance Measures

For each performance measure the State will use 1o assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure. provide information on the ageregated daia that will enable the Stale
to analyze and assess progress toward the performance measure. In this section provide information
on the method by which each source of daiq is analvzed statistically/deductively or inductively. how
themes are tdentified or conclusions drawn,_and how recommendations are formulaied where
appropriate.

Performance Measure:

HW-bl: The IME will identify all unresolved critical incidents which resulted in a
targeted review and were compieted to resolution. Numerator =# of targeted
reviews resulting from an incident which were resolved within 60 days;
Denominator =# of critical incidents that resulted in a targeted review,

Data Source (Select one);

Critical events and incident reports

If 'Other' 1s selected, specify:

FES/HCRBS Unit and MCO data obtained from CIR databases.

Responsible Party for | Frequency of data Sampling Approach
data collection/generation {check each thai applies):
collection/generation {check each thar applies}):
(check each that applies):
. State Medicaid . Weekly . 100% Review
Agency
. Operating Agency | ./ Monthly " Less than 100%
Review
" Sub-State Entity T Quarterly . Representative
Sample
Confidence

« Other " Annualiy - Stratified
Specify: Describe
Contracted Entity Group:
and MCOs
" Continuously and | 7 Other
Ongoing

“” (Other
Specify: ...
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Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
agoregation and analysis (check each | amalysis(check each that applies):
that applies):

/" State Medicaid Agency T Weekly

. Operating Agency | “* Monthly

" Sub-State Entity  Quarterly

__ Other % Annually
Specify:

" Continuously and Ongoing

7 Other
Specify:

c. Sub-assurance: The staie policies and procedures for the use or prohibition of restrictive
interventions (including restraints and seclusion} are followed.

Performance Measures

For each performance measure the State will use to assess compliance with the statutory assurance (or
sub-assurance), complete the foliowing. Where possible. include numeralor/denominator.

For each performance measure, provide information on the ageregated daia thal will enable the Stare
to analvze and assess progress toward the performance measure. In this section provide information
on the method by which each source of data is analvzed statisticallv/deductively or inductively, how
themes are identified or conclusions drawn. and how recommendations are formulated, whare
appropriate.

Performance Measure:

HW-ct: The IME will measure the toizl # & % of providers with policies for
restrictive measures that are consisient with Staie and Federal policy and rules,
and followed as written. Numerator =# providers reviewed that have policies for
restrictive measures that were implemented as writien; Denominator = total # of
providers reviewed that identified having policies for restrictive measures.

Data Source (Seiect one):

Record reviews, on-site

If'Other' is selected, specify:

Provider's policies and procedures. All certified and periodic reviews are
conrducted on a 5 year cycle; at the end of the cycle all providers are reviewed.

Responsible Party for | Freguency of data Sampling Approach
data collection/generation (check each that applies):
collection/gencration {check each that applies):
{check each that applies):
" State Medicaid . Weekly T 100% Review
Agency
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1 Operating Agency | s Monthly " Less than 100%
Review
I Sub-State Entity T Quarterly » Representative
Sample
Confidence
Interval =
5%

. Other ™ Annually " Stratified
Specify: Describe
Contracted Entity Group:

i Continnously and . Other

Ongoing Specify: ...
i Other

SPECEY:

Data Aggregation and Amalysis:
Responsible Party for data Freqguency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):

that applies):

nd State Mediezid Agency " Weekly

- Operating Agency - " Monthly

.. Sub-State Entity  Quarterly

. Other " Annually
Specify:

" Continvously and Ongoing

d. Sub-assurance: The state establishes overall health care standards and monitors those standards
based on the responrsibility of the service provider as stated in the approved waiver.

Performance Measures

For each performance measure the State will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominaior.
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For each performance measure. provide information on the ageregated daig that will enable the State
Lo analvze and assess progress toward the performance measure. In this seciion provide information
on the method by which each source of data is analyzed statisticallv/deductively or_inductively, how
themes agre identified or conclusions drawn, and how recommendations are formulated where
appropriate.

Performance Measure:

HW-d1: The IME will measure the number and pereent of providers meeting
state and federal requirements relative te individuzal waivers. Numerator = # of
Quality Assurance reviews that did not receive a corrective action plan;
Denomipator = # of provider Quality Assurance Reviews completed.

Prata Source {Sclect one):

Record reviews, off-site

If 'Other’ is selected, specify:

All QA reviews that don't result in a corrective action. AH certified and periodic
reviews are conducted on a 3 vear cycle; at the end of the cycle all providers are

reviewed,
Responsible Party for | Frequency of data Sampling Approach
data collection/ceneration {check each that applies):
collection/generafion {check each that applies):
(check each that applies):
i State Medicaid T Weekly i 100% Review
Agency
T Operating Agency | «/ Monthly " Less than 100%
Review
77 Sub-State Entity . Quarterly ™" Representative
Sample
Confidence
tnterval =
& Other o Annually . Stratified
Specify: Describe
Contracted Entity Group:
I Continuously apd § = Other
Ongoing Specify
. Other
Specify: ...

Data Aggregation and Analysis:
Responsible Party for data

aggregation and analysis (check each
that applies):

Frequency of data aggregation and
analysis(check each that applies):
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Respounsible Party for data Freguency of data aggregation and
agoregation and analysis (check each |analysis(check each that applies):
that applies):
o State Medicaid Agency ¢ Weelkly
" Operating Agency " Monthly
7™ Sub-State Entity . Quarterly
. Other ™ Ampually
Specify:
" Continuously 2nd Ongoing
... Other
Specify: |

ti. If applicabie, in the textbox below provide any necessary additional information on the strategies emploved by
the State to discover/identify problems/issues within the waiver program, including frequency and parties
responsible.
The HCBS Quality Assurance unit and each MCO is responsible for monitoring and analyzing data
assoctated with the major incidents reported for members on waivers. Data is pulied from the data
warehouse and from MCO reporting on a regular basis for programmatic trends, individual issues and
operational concerns. Reported incidents of abuse, medication efror, death, rights resirictions, and restraints
are investigated further by the HCBS Incident Reporting Specialist as each report is received. The analysis
of this data is presented to the state on a quarterly basis.

The HCBS provider oversight unit, and each MCO, 1s responsible for conducting IPES interviews with
waiver members. The IPES tool has been expanded based on the federal PES tool and thought o capture &
more comprehensive view of lowa's waiver population needs and 1ssues. The IPES tool incorporates the
seven principles of the Quality Framework and is able to adjust based on the member interviewed and service
enroliment. HCBS Specialists conduct interviews either face-to-face or via teiephone, to the discretion of the
waiver member. All watver members have the right to decline interview. The results of these interviews are
presented to the state on a quarterly basis.

b. Methods for Remediation/Fixing Endividual Problems

i. Describe the State’s method for addressing individual problems as they are discovered, Include information
regarding responsible parties and GENERAL methods for problem correction. In addition, provide
information on the methods used by the State to document these items. _
The HCBS Incident Reporting Specialist and each MCO analyzes data for individual and systemic
issues. Indtvidual issues require communication with the case manager to document all efforts 1o remediate
risk or concern. If a these efforts are not successful, staff continues efforts to communicate with the case
manager, the case manager's supervisor, and protective services when necessary. All remediation efforts of
this type are documented in the monthly and quarteriy reports.

The HCBS Speciaiists conducting interviews conduct individnal remediation to flagged questions. In the
instance that a flageed question/response occurs, the Specialist first seeks further clarification from the
member and provides education when necessary. Following the interview, the case manager is notified and
information regarding remediation is required within 3¢ days. This data is stored in a database and reported
to the state on a guarterly and annual basis. MCO are responsible for research and follow up to flagged
responses.
General methods for problem correction at a systemic level include informational letters, provider trainings,
collaboration with stakeholders and changes to provider policy.

ii. Remediatior Pata Aggregation
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Remediation-related Data Aggregation and Analysis (including trend identification

Responsible Party(check each that
applies).

Frequency of data aggregation and
analysis(check each that applies).

Contracted Entity and MCOs

«# State Medicaid Agency T Weekly

" Operating Agency  Monthly

™" Sub-State Entity ~ Quarterly

o Other &/ Annually
Specify:

" Continuously and Ongoing

© Other

Specify:

¢. Timelines

Page 32 of 32

When the State does not have all elements of the Quality Improvement Strategy in place, provide timelines to design
methods for discovery and remediation related to the assurance of Health and Welfare that are currently non-

operational.
‘€ No
" Yes

Please provide a detailed strategy for assuring Health and Welfare, the specific timeline for implementing
identified strategies, and the parties responsible for its operation.
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Appendix H: Quality Improvement Strategy (1 of 2)

Under §1915(c) of the Social Security Act and 42 CFR §441.302, the approval of an HCBS waiver requires that CMS
determine that the Staie has made satisfactory assurances concerning the protection of participant heaith and welfare,
financial accountability and other elements of waiver operations. Renewal of an existing waiver is contingent upon review by
CMS and a finding by CMS that the assurances have been met. By completing the HCBS waiver application, the State
specifies how it has designed the waiver’s critical processes, siructures and operational features in order to meet these
ASSUTAnces.

& Quality Improvement is a critical operational feature that an organization employs to continualty determine whether it
operates in accordance with the approved design of its program, meets statutory and regulatory assurances and
requirements, achieves desired outcomes, and identifies opportunities for improvement.

CMS recognizes that a state’s waiver Quality Improvement Strategy may vary depending on the nature of the watver target
population, the services offered, and the waiver’s relationship to other public programs, and will extend beyond regulatory
requiremnents. However, for the purpose of this application, the State is expected to have, at the minimum, systems in place to
measure and improve its own performance in meeting six specific waiver assurances and requirements.

It may be more efficient and effective for a Quality Improvement Strategy to span multiple waivers and other long-term care
services. CMS recognizes the value of this approach and will ask the state to identify other waiver programs and long-term
care services that are addressed in the Quality Improvement Strategy.

Quality Improvement Strategy: Minimum Components

The Quality Improvement Strategy that will be in effect during the penod of the approved waiver is described throughout the
waiver in the appendices corresponding to the statutory assurances and sub-assurances. Other documents cited must be
available to CMS upon request through the Medicaid agency or the operating agency (if appropriate).

In the QIS discovery and remediation sections throughout the application (located in Appendices A, B, C, D, G, and 1), a
state spells out:

e The evidence based discovery activities that will be conducted for each of the six major watver assurances;
e The remediation activities followed to comrect individual problems identified in the implementation of each of the
ASSUrances;

In Appendix H of the application, a State describes {1) the system improvement activities followed in response to aggregated,
analyzed discovery and remediation information collected on each of the assurances; (2) the correspondent
roles/responsibilities of those conducting assessing and prioritizing improving system corrections and improvements; and (3)
the processes the state will follow to continuously assess the effectiveness of the OIS and revise it as necessary and
appropriate.

If the State's Quality Improvement Strategy 1s not fully deveioped at the time the waiver application is submitted, the state
may provide a work plan to fully develop its Quality Improvement Strategy, including the specific tasks the State plans to
undertake during the pertod the watver is in effect, the major milestones associated with these tasks, and the entity (or
entities) responsible for the completion of these tasks.

When the Quality Improvement Strategy spans more than one waiver and/or other types of long-term care services under the
Medicaid State plan, specify the control numbers for the other waiver programs and/or identify the other long-term services
that are addressed in the Quality Improvement Strategy. In instances when the QIS spans more than one waiver, the State
must be able io siratify information that is related to each approved waiver program. Unless the State has requested and
received approval from CMS for the consolidation of multiple waivers for the purpose of reporting, then the State must
stratify information that is related to each approved waiver program, i.e., employ a representative sample for each watver.

Appendix H: Quality Improvement Strategy (2 of 2)

H-1: Svstems Improvement

a. System Emprovements
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i. Describe the process(es) for trending, prioritizing, and implementing system improvements (l.e., design
changes) prompted as a result of ap analysis of discovery and remediation information.

The IME is the single state agency that retains administrative authority of Jowa’s HCBS Wajvers. Towa
remains highly committed to continually improve the quality of services for all waiver programs. The IME
discovered over the course of submitting previous 1915(c) waiver evidence packages that previously
developed performance measures were not adequately capturing the activities of the IME. For this reason,
state staff developed new performance measures to better capture the quality processes that are already
oceurring or being developed. The QIS developed by Towa stratifies all 1915(c) waivers:

[A.0213, HCBS AIDS/HIV

1A.0242, HCBS Intellectual Disability
1A.0299, HCBS Brain Injury

1A.0345, HCBS Physical Disability
[A.0819, HCRBS Chiidren's Mental Heatth
[A.4111, HCBES Health and Disability

1A 4155, HCBS Elderly

DHS alse provides §1915(1) services and has attempted to maintain consistency i QIS between these and the
State’s §1915(c) waivers.

Based on contract oversight and performance measure implementation, the IME holds weekly policy staff
and long term care coordination meetings to discuss areas of noted concern for assessment and
prioritization. This can include discussion of remediation activities at an individual level, programmatic
changes. and operational changes that may need to be initiated and assigned to State or contract

staff. Contracts are monitored and improvements are made through other inter-unit mestings designed to
promote programmatic and operational transparency while engaging in continued coliaboration and
improvement. Further, a quality assurance group gathers on a monthly basis to discuss focus areas, ensuring
that timely remediation and contract performance is occurring at a satisfactory level. ISIS will only be
utilized for fee-for-service participants.

All contracted MCOs are accountable for improving quality outcomes and developing a Quality
Management/Quality Improvement (QM/QI) program that incorporates ongoing review of all majar service
delivery areas. The QM/QI program must have objectives that are measurable, realistic and supported by
consensus among the MCOs® medical and quality improvement staff. Through the QM/QI program, the
MCOs must have ongoing comprehensive quality assessment and performance improvement activities aimed
at improving the delivery of healthcare services to members. As a key component of its QM/QI program, the
MCOs must develop incentive programs for both providers and members, with the ultimate goal of
improving member health outcomes. Finally, MCOs must meet the requirements of 42 CFR 438 Subpart E
and the standards of the credentialing body by which the MCO is credentialed in development of its QM/QI
program. The State retains final authority to approve the MCOs™ QM/QI program. The State has developed a
drafi-reporting manual for the MCOs to utilize for many of the managed care contract reporting
requirements. The managed care contract also allows for the State to request additional regular and ad hoc
Teports.

lowa has acknowledged that improvements are necessary to capture data at a more refined level, specifically
individual remediation. While each contracting unit utilizes their own electronic tracking system or OnBase
{workfiow management), further improvements must be made to ensure that there are not preventable gaps
collecting individual remediation. The State acknowledges that this is an important component of the
system; however the terrain where intent meets the state budget can be difficult to manage.

The IME supports infrastructure development that ensures choice 1s provided to all Medicaid members
seeking services and that these services are allocated at the most appropriate ievel possible. This will
increase efficiency as less time is spent on service/funding allocation and more fime is spent on care
coordination and improvement. A comprehensive system of information and referrals ensures that all
individuals are allowed fully informed choices prior to facility placement.

A comprehensive system of information and referrals shall also be developed such that all individuals are
allowed fully informed choices prior to facility placement. Mapy program integrity and ACA initiatives will

Tatto Hanmotnmd]l cme onv! WA Q Hfacrea/vroftected /2 S/mrnt/ Prntselecior 196 A4/5/2018



Appendix H: Waiver Draft 1A.013.02.00 - Jul 01, 2018 Page 3 of 4

il.

assist in system improvements. These include improvements fo provider screening at enrvollment, tighter
sanction rules, and more emphasis on sustaining quality practices.

System Improvement Activities

. . . Frequency of Monitoring and Analysis/check each
Responsible Party/check each that applies): that applies):
«# State Medicaid Agency oF Weekly
% Operating Agency ' Monthiy
T Sub-State Entity w Quarterly
T Quality Improvement Committee ¥ Annually
ot " Other
o er Specify:
Specify:
Contracted Entity (Including MCOs)

b. System Design Changes

i

Describe the process for moniioring and anatyzing the effectiveness of system design changes. include a
description of the various roles and responsibilities involved in the processes for monitoring & assessing
system design changes. If appiicable, include the State's targeted standards for systems improvement.

The IME has hired a Quality Assurance Manager io oversee the data compilation and remediation activities
associated with the revised performance measures. The QA Manager and State policy staff address oversight
of design changes and the subsequent monitoring and analysis during the weekly policy and monthly quality
assurance meetings. Prior to dramatic system design changes, the State will seek the input of stakehoiders
and test/pilot changes that are suggesied and developed. Informational letiers are sent out o all relevant
parties prior to implementation with contact information of key staff involved. This workflow is documentad
in logs and in informational letters found within the DHS compuier server for future reference. Stakeholder
involvement and informational letters are requested or sent out on a weekly/monthly/ongoing basis as policy
engages in the continuous quality improvement cycle.

Unit managers, policy staff and the QA committee continue to meet on a regular basis (weekly or monthly) to
monitor periormance and work plan activities. The IME Management and QA committees include
representatives from the contracted units within the IME as well as State staff. These meetings serve to
present and analyze data to determine patterns, trends, concerns, and issues in service delivery of Medicaid
services, including by not imited to waiver services. Based on these analyses, recommendations for changes
in policy are made to the IME poticy staff and bureau chiefs. This information is also used to provide
training, technical assistance, corrective action, and other activities. The unit managers and committees
monitor training and technical assistance activities to assure consistent implementation statewide. Meeting
minutes/work plans frack data analysis, recommendations, and prioritizations to map the continuous
evaluation and improvement of the system. IME analyzes general system performance through the
management of contract performance benchmarks, ISIS reports, and Medicaid Value Management reports
and then works with contractors, providers and other agencies regarding specific issues, The QA committee
directs workgroups on specific activities of quality improvement and other workgroups are activated as
needed.

In addition to developing QM/QI programs that include regular, ongoing assessment of services provided to
Medicaid beneficiaries, MCOs must maintain a QM/Ql Commitiee that includes medical, behavioral health,
and long-term care staft, and network providers. This committee is responsible for analyzing and evaluating
the resutt of QM/QI activities, recommending policy decisions, ensuring that providers are involved in the
QM/QI program, instituting needed action, and ensuring appropriate follow-up. This commitiee is also
responsible for reviewing and approving the MCOs® QM/QI program description, annual evaluation, and
associated work plan prior to submission to DHS.
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it. Describe the process to periodically evaluate, as appropriate, the Quality Improvement Strategy.

The IME reviews the overall QIS no less than annually. Strategies are continually adapted to establish and
sustain better performance through improvements in skills. processes, and prodocts. Evaluating and
sustaining progress toward sysiem goals is an ongoing, creative process that has to invoive ali stakeholders in
the sysiem. Improvement requires strucmures. processes, and a culture that encourage input from members at
all kevels within the system, sophisticated and thoughiful use of data, open discussions among people with a
variety of perspectives, reasonable risk-taking, and a commitment to contirmous learning. The QIS is often
revisited more ofien due to the dynamic nature of Medicaid policies and regulations, as well as the changing
climate of the member and provider communities.

In accordance with 42 CFR 438 Subpart E, the State will maintain a writien strategy for assessing and
improving the quality of services offered by MCOs including, but not limited te, an external independent
review of the quality of, timeliness of, and access to services provided to Medicaid beneficiaries. MCOs must
comply with the standards established by the State and must provide all information and reporting necessary
for the State to carry out its obligations for the State quality strategy. MCOs are contraciually required to
ensure that the results of each external independent review are available to participating health care
providers, members, and poteniial members of the organization, except that the results may not be made
available in 2 manner that discloses the identity of any individual patient. Further, MCOs must establish
stakeholder advisory boards that advise and provide input into: {(a) service delivery; (b} quality of care; (¢)
member rights and responsibilities; (d) resolution of grievances and appeals; (e) operational issues; (f)
program monitoring and evaluation; (g) member and provider education; and (k) poority issues identified by
members. In accordance with 42 CFR 438 Subpart E, the State will regularly monitor and evaluate the
MCOs” compliance with the standards established in the State’s quality strategy and the MCOs” QM/QI
program. The State is in the process of developing specific processss and timelines to report results to
agencies, waiver providers, participants, families, other interested parties and the pubiic. This will include
strategies such as leveraging the Medical Assistance Advisory Councit (MAAC).

The BCBS Quality Assurance Unit (QAU) completes review of HCBS enrolled providers on a three-five
vear cycle. During the onsite review HCBS ensures personne! are trained in:

-Abuse reporting

-Incident reporting

-Have current mandaiory reporter training

- Individual member support needs

-Righis restrictions

-Provision of member medication

In addition HCBS QAU reviews the centralized incident report file, appeals and grievances, and any
allegations of abuse. During the review of service documentation any incident identified in narrative which
falls under the Incident description in 77.25(3), is required to have an incident report filed. The agencies
tracking and trending of incident reports is also reviewed during the onsite review. Any arecas the agency may
be out of compliance in results in the requirement of a corrective action plan. HCBS

gives the provider 30 days to submit a time limited corrective action plan which will remediate the
deficiency. 45 days after the corrective action plan has been accepted HCBS foliows up and requires the
agency to submit evidence that the corrective action plan was put info place.
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Appendix I: Financial Acconntability
I-1: Financial Integrity and Accountability

Fimancial Integrity. Describe the methods that are emploved to ensure the integrity of payments that have been made
for waiver services, including: (a) requirements concerning the independent audit of provider agencies; (b) the financial
audit program: that the state conducts to ensure the integrity of provider billings for Medicaid payment of waiver
services, including the methods, scope and freguency of audits; and, (¢) the agency {or agencies) responsible for
conducting the financial audit program. State laws, regnlations, and policies referenced in the description are available to
CMS upon request through the Medicaid agency or the operating agency (if applicable).

The IME Program Integrity (PI) unit conducts audits on all Medicaid Provider types including HCBS providers. Any
suspected fraund is referred to the Department of Inspection and Appeais Medicaid Frand and Control Unit (MFCU).
The PI Unit vendor is contractually required to review a minimum of 60 cases in each quarter across all provider
types. Reviewed cases include providers who are outliers on multiple parameters of cost, utilization, quality of care,
and/or other metrics. Reviews are also based on referrals and complaints received. Reviews include review of claims
data and service documentation 1o detect such aberrancies as up-coding, unbundling, and billing for services not
rendered. This monitoring may involve desk reviews or provider on-site reviews. During a desk review the provider is
required to submit records for review. The Pl vendor must initiate appropriate action to recover improper payments on
the basis of its reviews. They must work with the Core MMIS coniractor te accomplish required actions on providers,
including requests to recover payment through the use of credit and adjustment procedures.

The PI vendor must report findings from all reviews to DHS, including menthly and quarterly written reports detailing
information on provider review activity, findings and recoveries. Requests for provider records by the PI unit include
Form 470-4479, Documentatior: Checkiist, Hsting the specific records that must be provided for the audit or review
pursuant to paragraph 79.3(2)“d” to document the basts for services or activities provided. Reviews are conducted in
accordance with 441 lowa Administrative Code 79 .4 ( https://www legis.iowa.gov/docs/ACO/chapier/441.79. pdf).

Since transitioning to a combined 1915(b)/1915(c) model on 4/1/2016, the vast majority of HCBS claims are paid
through MCOs. The IME Program Integrity unit only reviews claims submitted through the Fee-For-Service (FFS)
system for members who are not enrolled in an MCO. There are a relatively small namber of HCBS claims in the FFS
universe, and as such statistical sampling is unnecessary. It is more efficient and productive for the PI Unit to use more
targeted strategies to identify providers for review, such as using data anatysis and algorithms to identify billing
aberrancies, as well as referrals and complaints that come from various sources. The PI vendor may conduct on-site
reviews, but there is ne requirement for a set percentage of reviews to be conducied on-site.

Should the State require a provider to perform a self-review, the prescribed methodology for review is determined on a
case-by-case basis, and is generally determined based on the nature and scope of the issue identified. In previous
years, ali HCBS claims were paid through the FFS system; currently the vast majority of HCBS claims are paid by
MCOs. The state cornpares the results of the MCO program integrity efforts to the results achieved in past years.
However, MCO operations tend to rely more on prior authorization of services and pre-payment claims editing to
control costs, and as such this type of comparison will not be straightforward and may not provide useful information.

When the PI vendor identifies an overpayment for FFS claims, a Preliminary Report of Tentative Overpayment
(PROTO) letter is sent to the provider. The PROTO letter gives the provider an opportunity to ask for a re-evaluation
and they may submit additional documentation at that time. After the re-evaluation is complete, the provider is sent a
Findings and Order for Repayment (FOR) letter to notify them of any resulting overpayment. Both the PROTO letier
and the FOR letter are reviewed and signed off by state PI staff prior to mailing. The FOR letter also includes appeal
rights to inform the provider that they may appeal throngh the State Fair Hearing process. When overpayments are
recovered, claims adjustments are performed which automatically results in the FFP being returned to CMS.

The OHCDS Medicaid andit is subject to the same standards and processes as outlined for FFS. The state’s contracted
MCOs are alse responsible for safeguarding against, and investigating reports of, suspected fraud and abuse. MCOs are
required to fully cooperate with the DHS PI Unit by providing data and ongoing communication and collaboration. Per
42 CFR 438.608 and 42 CFR Part 455, MCOs must have an administrative procedure that inclndes a mandatory
compliance plan that describes in detail the manner in which it will detect fraud and abuse. The PI Plan must be
updated annually and submitted to DHS for review and approval. The MCOs are also required to make referral to IME
and the MFCU for any suspected frandulent activity by a provider. On a monthly basis, the MCO must submit an
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activity report to DHS, which outlines the MCO’s Pl-reiated activities and findings, progress in meeting goals and
objectives. and recoupment iotals. Each MCO is also required to meet in person with the IME PI Unit, the IME
Managed Care Oversight Bureau, and the MFCU on af least a quarterly basis to coordinate on open cases and review
the MCQ’s program integrity efforts. lowa’s MCOs continuously conduct reviews/audits on providers in their
networls. The degree to which these include HCBS providers varies over time depending on tips received and leads
from data analytics.

As part of the 2017 EQR process, a focused study is being conducted regarding Person Centered Care Planning
processes of the MCOs. The EQR vendor will be requesting documentation of person centered care planning (including
whether or not services are being provided on an ongoing basis in the amount authorized in the service plap) for a
sample of MCO members to verify that MCOs are providing services as authorized by the interdisciplinary team. Iowa
will use the results of this focused study as a baseline to develop an ongoing review process to ensure MCOs are
complying with the guidelines Towa has provided for statistically significant samples, as well ensure that services are
being provided according to the TDT authorized plan of care.

The state trends data from the MCO program integrity monthly reports to identify trends in number of tips received,
pumber of audits/investigations opened and closed number of referrals to MFCU, number and amount of overpayments
recovered. The State has not vet performed any root cause analysis on results of MCO reviews. Because the MCOs
have been operational in lowa for only a relatively short time and PI investigations can be lengthy, there is not yet
enough data available for this type of analysis.

MCOs must also coordinate all PI efforts with IME and lowa’s MFCU. MCOs must have in place 2 method to verify
whether services reimbursed were actually furnished to members as billed by providers, and must comply with 42 CFR
Part 455 by suspending paymenis to a provider after DHS determines there is a credibie aliegation of fraud for which
an investigation is pending under the Medicaid program against an individual/entity unless otherwise directed by DHS
or law enforcement. MCOQs shall comply with all requirements for provider disenrollment and terminatior as required
by 42 CFR §455.

The Anditor of the State has the responsibility to conduct periodic independent audit of the waiver under the provisions
of the Single Audit Act. All HCBS cost reports will be subject to desk review audit and, if necessary, a field
andit. However, the Waiver does not require the providers to secure an independent andit of their financial statements.

Appendix ]: Financial Accountability
Quazlity Improvement: Financial Accountability

As a distinct component of the State's quality improvement strategy, provide information in the following fields io detail the
State's methods for discovery and remediation.

a. Methods for Discovery: Financial Accountability Assurance:
The State must demonstrate that it has designed and implemented an adequaie sysiem for ensuring financial
accountability of the waiver program. (For waiver actions submitted before June 1, 2014, this assurance read "State
financial oversight exists 1o assure that claims are coded and paid for in accordance with ithe reimbursement
methodology specified in the approved waiver.”)
i. Sub-Assurances:

a. Sub-assurance: The State provides evidence that claims are coded and paid for in accordance with
the reimbursement methodology specified in the approved waiver and only for services rendered.
(Performance measures in this sub-assurance include all Appendix | performance measures for waiver
actions submitted before June 1, 2014.)

Performance Measures

For each performance measure the State will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure_provide information on the aggregated data that will enable the State
{o analvze and assess progress toward the performance measure. In this section provide information
on the method by which each source of data is analvzed siatisticall/deductively or inductively, how
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themes are identified or conclusions drawn, and how recommendations are formulated, where
appropriaie.

Performance Measure:
FA-al: The IME will determine the number and percent of FFS reviewed claimes
supported by provider documentation. Numerator = # of reviewed paid claims

where documents supports the units of service; Denominaior = # of reviewed paid
claims

Data Source (Select one):

Financial records (inclnding expenditures)

If 'Other’ 1s selected, specify:

Program Entegrity reviews claims and evaluates whether there was supporting

docnmentation to validate the claim. The Managed Care Organizations will
evaliate their claims.

Responsible Party for
data

Frequency of data
coliection/generation

Sampling Approeach
(check each that applies):

collection/generation {check each that
(check each that applies):
applies):
" State Medicaid [ Weekly 7 100% Review
Agency
" Operating Agency ; | Monthly « Less than 100%
Review
. Sub-Staie Entity of Quarterly . Representative
Sample
Confidence
Interval =
«? Other o Annualiy o Stratified
Specify: Describe Gro

Contracted entity

& Other
Specify:
Annually a
sample of claims
from the 2 most
utilized codes in
the first
year. Remaining
codes are
reviewed In
following years.
Documentation
is reviewed o
determine
appropriaie
Umits.

¢ Continuously and
Ongoing

i Orther
Specify:
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guarterly across all
waivers, annually
for this waiver

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | amnalysis(check each thar applies).
that applies):

o State Medicaid Agency " Weekly

" Operating Agency " Monthiy

" Sub-State Entity ~ Quarierly

" QOther " Apnually

Specify:

¢ Continuously and Ongoing

_ Other
Specify:

Performance Measure:

FA-a2: The IME will determine the number of clean claims that are paid by the
managed care organizations within the timeframes specified in the contract.
Numerater = # of clean claims that are paid by the managed care organization
within the timeframes specified in the contract; Deneminator = # of Managed
Care provider claims,

Data Source (Select one}:

Financial records (including expenditures)

If 'Other' is selected, specify:

Adjudicated Claims Summary, Claims Aging Summary, and Claims Lag Report

Responsibie Party for  } Freguency of data Sampling Approach
data collection/generation (check each that applies):
collection/generation (check each that applies):
{check each that applies).
i State Medicaid T Weekly o 100% Review
Agency
i Operating Agency | . Monthly . Less than 100%
Review
[ Sub-State Emtity + Quarterly 7" Representative
Sample
Confidence
Interval= |
ws Other T Anpually T Stratified
Specify:
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Coniracted entity Describe
and MCOs Groop.
;. Continuously and " Other
Ongoing Specify:
. Other
Specify:

Data Aggregation and Analysis:

Responsibie Party for data
ageregation and analysis (check each
that applies):

Frequency of data aggregation and
analysis(check each that applies).

Page 5 of 20

i, State Medicaid Agency - Weekly

7" Operating Agency . Monthly

" Sub-State Entity ' Quarterly

... Other T Annually
Specify:

% Continuously and Ongoing

. Other
Specify:

b. Sub-assurance: The state provides evidence that rates remain congsistent with the approved rate
methodology throughout the five year waiver cycle.

Performance Measures

For each performance measure the State will use to assess compliance with the statwtory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominator.,

For each performance measure, provide information on the agerecaied data that will enable the State
to analvze and assess progress toward the performance measure. In this section provide information
on the method by which each source of data is analyzed statisticalhy/deductively or inductively, how
themes are identified or conclusions drawn, and how recommendations are formulated where
appropridgte.

Performance Measure:

FA-bl: The IME wili measure the number and percent of claims that are
reimbursed according to the Iowa Administrative Code approved rate
methodology for waiver services provided. Numerator = # of reviewed claims paid
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using IMFE-approved rate methodologies: Ddenominator = # of reviewed paid
claims.

Data Source (Select one):

Financial records (including expenditures)

If 'Other’ is selected, specify:

The DW Unit guery pulls paid claims data for all sevep of the HCBS waivers.

Responsible Party for ! Frequency of data Sampling Approach
data collection/generation (check each that applies}:
collection/generation (check each that applies).
{check each that applies): '
o State Medicaid T Weekly o 100% Review
Agency
™ Operating Agency | < Monthly " Less than 100%
Review
i Sub-State Entity . Quarterly " Representative
Sampile
Confidence

" Stratified

o Other " Annually -
Specify: Describe
Contracted Entity Group: |
o Continuousiy and T Other
Ongoing Specify:
7 Other
Specify:
Data Aggregation and Analysis:
Responsible Party for data Frequency of data aggregation and
aggregation and analysis {check each |analysis(check each that applies):
that applies):
7 State Miedicaid Agency T Weekly
. Operating Ageney " Monthly
7 Swb-State Entity ~ Quarteriy
" Other T Annually

Specify:
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Responsibie Pariy for data
aggregation and aunalysis (check each
that applies}:

Frequency of data aggregation and
analysis(check each that applies):

""" Continuously and Ongoing

.1 Other
Specify:

Performance Measure:

FA-b2: The IME will measure the number of capitation payments to the MCOs
that are made in accordance with the CMS approved aciuarially sound rate
methodology. Numerator: # of Capitation payments made {o the MCOs at the
approved rates through the CMS certified MMIS. Denominator: # of capitation
paymenis made through the CMS certified MMIS.

Drata Source (Seiect one):

Financial records (including expenditures)

If "'Other' is selected, specify:
MMIS

Page 7 of 20

Responsible Party for | Frequency of data Sampling Approach
data collection/generation (check each that applies):
collection/generation {check each that applies):
{check each that applies):
" State Medicaid " Weekly +~ 100% Review
Agency
" Operating Agency | | Monthly ™ Less than 100%
Review
! Sub-State Entity  Quarterly " Represeniative
Sample
Confidence
Interval =
~ Other " Annually 7 Stratified
Specify: Describe
contracted entity Group:
" Continuously and " Other
Ongoing Specify: .
" Other
Specify: _

Data Aggregation and Analysis:
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Respounsible Party for data
aggregation and analysis (check each
that applies):

Frequency of data aggregation and
analysis(check each that applies):

T Weekly

. Operating Agency

" Monthly

. Sub-State Entity

o Quarterly

7 Other

" Annualiy

Page § of 20

Specify:

it. If applicable, in the textbox below provide any necessary additional information on the strategies smploved by
the State to discover/identify problems/issues within the waiver program, inciuding frequency and parties
responsible.
The Program Integrity unit samples provider claims each quarter for quality. These claims are cross-walked
with service documentation to deterniine the percentage of error associaied with coding and
documentation. This data is reported on a quarterly basis.

MCO claims data is compared to the contractual obligations for MCO timeliness of clean claim
pavments. Data is provided to the HCBS staff as well as to the Bureau of Managed Care.

b. Methods for Remediation/Fixing Individual Problems
i. Describe the State’s method for addressing individual problems as they are discovered. Include information

regarding responsible parties and GENERAL methods for problem correction. In addition, provide
mformation on the methods used by the State to document these ftems.
When the Program Integrity unit discovers situations where providers are missing documentation to support
billing or coded incorrectly, monies are recouped and technical assistance is given to prevent future
occurrence. When the lack of supporting documentation and incorrect coding appears to be pervasive, the
Program Integrity Unit may review additional claims, suspend the provider payments; require screening of all
claims, referral to MFCU, or provider suspension.

The data gathered from this process is stored in the Program Integrity tracking system and reported to the
state on a quarterly basis.

If during the review of capitation payments the IME determines that a capitation was made in error, that
claim is adjusted to create a corrected payment.

ii. Remediation Data Aggregation
Remediation-related Data Aggregation and Analysis (including trend identification)

Frequency of data aggregation and analysis
(check each that applies):

. Weeky

Responsible Party(check each that applies):

+ State Medicaid Agency

" Operating Agency " Monthly

" Sub-State Entity ~ Quarterly

« Other ™ Annually
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Frequency of data aggregation and anakysis

Responsibie Party(check each thal applies): (check each that applies):

Specify:
Contracted Entity and MCOs

7 Contineously 2nd Ongoing

" Other
Specify:

¢. Timelines
When the State does not bave all elements of the Qualify Improvement Strategy in place, provide timelines to design
methods for discovery and remediation related to the assurance of Financial Accountability that are currently non-
operational.

& No

' Yes
Please provide a detailed strategy for assuring Financial Accountability, the specific timeline for implementing
ideniified strategies, and the parties responsibie for its operation.

Appendix I: Financial Accountability
I-2: Rates, Billing and Claims (1 of 3)

a. Rate Determination Methods. In two pages or less, describe the methods that are employed io establish provider
payment rates for waiver services and the entity or entities that are responsible for rate determination. Indicate any
opportunity for public comment in the process. If different methods are employed for various types of services, the
description may group services for which the same method 1s employed. State laws, regulations, and policies
referenced in the description are available upon request to CMS through the Medicaid agency or the operating agency
(if applicable).

The IME Provider Cost Audit and Rate Setting Unit recommends to DHS proposed rates for all fee-schedules when
not already identified by Medicare or other contracied rates (e.g., counties, AAAs, etc.) honored by lowa Medicaid.

Environmental modifications and adaptive devices, most respite services, and in-home family therapy services are
reimbursed by Fee Schedules. Fee schedules are fees for the various procedures invelved that are determined by
DIHS with advice and consultation from the appropriate professional group. The fees are intended fo refiect the
amount of resources involved in each procedure. Individual adjusiments may be made periodically to correct an
inequity or to add new procedures or eliminate or modify others. If product cost is involved in addition to service,
reimbursement is based either on a fixed fee, wholesale costs, or an actual acquisition cost of the product to the
provider, or product costs included as part of the fee scheduie.

Respite provided by home health agencies are based on a Medicare Low Utilization Payment Adjustment (LUPA)
rates with state geographic wage adjustments less a budget-neutrality factor maintain Medical Assistance
expenditures within the amounts appropriated by the lowa General Assembly.

Family and Community Supports services are based on a retrospectively limited prospective rate configured by the
IME's audit and rate setting unit in coordination with the provider. With retrospectively limited prospective rates,
providers are reimbursed on the basis of a raie for a unit of service calculated prospectively based on projected or
historical costs of operation, subject to the maximums listed in the lowa Administrative Code and to reirospective
adjustment based on actual, current costs of operation so as not to exceed reasonable and proper costs by more than
4.5 percent. The prospective rates for new providers who have not submitted six months of cost reports will be based
o1l a projection of the providers reasonable and proper costs of operation until the provider has submitted an annual
cost report that includes a minimum of six months of actual costs. The prospective rates paid to established providers
who have submitted an annual report with a minimum of a six-month history are based on reasonable and proper
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costs in a base period and are adjusted annually for inflation. The prospective rates paid to hoth new and established
providers are subject to the maximums listed in the Jowa Administrative Code and to retrospective adjustment based
on the providers aciual, currvent costs of operation as shown by financial and statistical reports submitted by the
provider, so as not to exceed reasonable and proper costs actually incurred by more than 4.5 percent.

441 lowa Administrative Code 79.1 sets forth the principles governing reimbursement of providers of medical and
health services. Specifically, “[t]he basis of payment for services rendered by providers of services participating in
the medical assistance program is either a sysiem based on the provider's allowable costs of operation or a fee
schedule. Generally, institutional types of providers such as hospifals and nursing facilities are reimbursed on a cost-
related basis, and practitioners such as physicians, dentists, optometrists, and similar providers are reimbursed on the
basis of a fee schedule. Providers of service must accept reimbursement based upon the department’s methodology
without making any additional charge to the member. Reimbursement types are described at 441 Jowa
Administrative Code 79.1(1) (hitps://www legis.iowa.gov/docs/ACO/chapter/441.79.pdf).

Payment levels for fee schedule providars of service will be increased or decreased upon direction of the Towa
Legisiature through Medicaid appropriations. There is no set cycle for the Legislature to increase or decrease HCBS
provider rates. The provider rates are established in Iowa’s Administrative Rules. The legislature can direct IME to
increase or decreased provider rates through a legislative mandate. If so, then IME changes the lowa Administrative
Rules accordingly. All provider rates are part of lowa Administrative Code and are subject to public comment any
time there is change. Raie determination methods are set forth in lowa Adminisirative Code and subject io the
State’s Administrative Procedures Act, which requires a minimum twenty-day public comment period, A public
hearing by the state agency to take comments is not required unless at least twenty-five persons demand a hearing,
though Agency’s often schedule a public hearing regardless of the number of comments received. The state agency
may revise a rule in response to commients received but is not required to do so. This information is on the website
as well as distributed to stakeholders when there is a change. At the time of service plan development, the case
managers share with the members the rates of the providers, and the member can choose a provider based on their
rates. When a service ts authorized in an member’s comprehensive services plan, the providers of services receive a
Notice of Decision {(NOD), whick indicates the member’s name, provider’s name, service to be provided, the dates
of service to be provided, units of service authorized, and reirnbursement rate for the service.

MCO capitation rate development methodologies are described in the §1915(b) waiver and associated materials. The
cost per unit for services delivered under managed care were developed as the fee-for-service cost per unit amounts
grossed up to reflect total capitation payment reimbursernent representing the average LTSS blended capitation rate
for the rate cells. Non-contract providers would be responsible for submitting claims to the MCO. The MCO would
then reimburse the provider at a raie consistent with the MCO’s contract with the State,

Fiow of Billings. Describe the flow of billings for waiver services, specifying whether provider biliings flow directly
from providers to the State's claims payment system or whether biliings are routed through other intermediary entities.
If billings flow through other intermediary entities, specify the entities:

For fee-for-service members, providers shall submit ciaims on a monthly basis for waiver services provided o each
member served by the provider agency. Providers may submit manual or electronic claim forms. Electronic claims
must utilize a HIPAA compliant sofiware, PC-ACE Pro 32, and shall be processed by the IME Provider Services
Unit. Manual claims shall be directed to the Iowa Medicaid Enterprise (IME)Provider Services Unit,

Providers shall submit a claim form that accurately reflects the following: (1) the provider's approved NPI provider
number; (2) the appropriate waiver procedure code(s) that correspond fo the waiver services authorized i the ISIS
service plan; and (3} the appropriate waiver service unit(s) and fee that corresponds 1o the ISIS service plan.

The IME issues provider payments weekly on each Monday of the month. The MMIS system edits insure that
payment will not be made for services that are not included in an approved ISIS service plan. Any change to ISIS
data generates a new authorization milestones for the case manager or health home care coordinator. The ISIS
process culminates in a final ISIS milestone that verifies an approved service plan has been entered into ISIS. ISIS
data is updated daily into MMIS.

For MCO members, providers bill the managed care entity with whom a member is enrolled in accordance with the
terms of the provider’s contract with the MCO. Providers may not bill Medicaid directly for services provided to
MCO members.
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Appendix I: Finapcial Accountability
[-2: Rates, Billing and Claims (2 of 3)

c. Certifying Public Expenditures (select one):

‘& No. State or local government agencies do not certify expenditures for waiver services.

. Yes. State or local government agencies directly expend funds for part or all of the cost of waiver
services and certify their State government expenditures (CPE) in lieu of billing that amount io
Medicaid.

Select ar least one:

" Certified Public Expenditures (CPE) of State Public Agencies.

Specify: (a) the State government agency or agencies that certify public expenditures for waiver services;
(b) how it is assured that the CPE is based on the total computable costs for walver services; and, {¢) how
the State verifies that the certified public expenditures are eligible for Federal financial participation in
accordance with 42 CFR §433.51(b).(Indicate source of revenue for CPEs in ltem I-4-a.)

" Certified Public Expenditures (CPE) of Local Government Agencies.

Specify: (a) the local government agencies that incur certified public expenditures for waiver services; (b)
how it is assured that the CPE is based on fotal computable costs for waiver services; and, {¢) how the State
verifies that the certified public expenditures are eligible for Federal financial participation in accordance
with 42 CFR §433.51(b). (Indicate source of revenue for CPEs in Item 1-4-b.)

Appendix [: Financial Accountability
I-2: Rates, Billing and Claiies (3 of 3}

d. Billing Validation Process. Describe the process for validating provider billings to produce the claim for federal
financial participation, including the mechanism(s) to assure that all claims for payment are made only: (a) when the
individual was eligible for Medicaid waiver payment on the date of service; (b} when the service was included in the
participant's approved service plar; and, (¢} the services were provided:

The MMIS system edits to make sure that claim payments are made only when a member is ehigible for waivear
payments and when the services are included in the service plan. An member s eligible for 2 Medicaid Waiver
payment on the date of service as verified in ISIS. The billing validation method includes the date the service was
provided, time of service provision, and name of actual member providing the service. Several entities monitor the
validity of claim payments: (1) case manager, or health home cocrdinator ensures that the services were provided by
reviewing paid claims information made available i them for each of their members through ISIS; (2) the lowa
Department of Human Services Bureau of Purchased Services performs financial audits of providers to ensure that
the services were provided; (3) the IME Program Integrity Unit performs a variety of reviews by either random
sample or outlier algorithms.

The MMIS system includes system edits to ensure that prior to issuing a capitation payment to an MCO the member
is eligible for the waiver program and is enrolled with the MCO. MCOs must implement system edits to ensure that
claim payments are made only when the member is eligible for waiver payments on the date of service. The MCOs
are required io develop and maintain an electronic community-based case management system that captures and
tracks service delivery against authorized services and providers. The State monitors MCQO compliance and sysiem
capability through pre-implementation readiness reviews and engoing monitoring such as a review of sampled
payments to ensure that services were provided and were included in the member’s approved plan of care. The
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MCOs are also responsible for program integrity functions with DHS review and oversight.

When inappropriate billings are discovered (i.e.: overpayments determined) the provider is notified in writing of the
overpayment determination. The provider either submits a refund check to the IME or the overpayment is set as a
credit balance within the MMI1S. Future claim payments are then used to reduce and eliminate the credit balance.

Meanwhile, the overpayments are recorded and reporied to the state data warehouse using an end-of-month A/R
reporting process. Any overpayments determined during a particular month are reported for that month. Any
recoveries of these overpayments are similarty recorded and reported io the state data warehouse using the same end-
of-month A/R process and for the month in which the recoveries were made. The dates on which the respective
overpayments occurred and the recoveries made are part of this month-end A/R reporting. Bureau of Fiscal
Management staff then extracts this reporting from the data warehouse to construct the CMS-64 report, the official
accounting report submitted by the Department to CMS (the state's claiming mechanism for FFP}. The CMS-64
report shows CMS what lowa's net expenditures are for the quarter and is used to determine a final claim of federal
funds. The federal-dollar share of any overpayments not recovered within 12 months of the payment itself must be
returned to CMS and this is accomplished through the CMS-64 report as well.

e. Biiling and Claims Record Maintenance Requirement. Records documenting the audit trail of adjudicated ciaims
{including supporting documentation} are maintained by the Medicaid agency, the operating agency (if applicable},
and providers of watver services for a minimum period of 3 years as required in 45 CFR §92.42.

Appendix I: Firancial Accountability
I-3: Payment (1 of 7)

2. Method of payments - MMIS (select one):

Payments for all waiver services are made through an approved Medicaid Management Information
Svstem (IVIMIS).

.- Payments for some, but not all, waiver services are made through an approved MMIS.

Specify: (a) the waiver services that are not paid through an approved MMIS; (b) the process for making such
payments and the entity that processes payments; (¢) and how an andit frail s maintained for all state and federal
funds expended outside the MMIS; and, {(d) the basis for the draw of federal funds and claiming of these
expenditures on the CMS-64:

Payments for waiver services are not made through an approved MMIS.

Specify: (a) the process by which payments are made and the entity that processes payments: (b) how and
through which system(s) the payments are processed; (¢) how an audit trail is maintained for all state and federal
funds expended outside the MMIS; and, (d) the basis for the draw of federal funds and claiming of these
expenditures on the CMS-64:

i

‘& Payments for waiver services are made by a managed care entity or enfities. The managed care entity is
paid a monthly capitated payment per efigible enroliee through an approved MMIS.

Describe how payments are made to the managed care entity or entities:

Payments for waiver services for fee-for-service enrolliees are made by DHS through the MMIS. Capitation
payments to MCOs are made by the MMIS. The MMIS has recipient eligibility and MCO assignment
information. When a recipient is enrolled in an MCO, this is reflected on his/her eligibility file and monthly
payment flows from the MMIS to the MCO via an 837 transaction. A monthly payment to the MCO on behalf
of each member for the provision of health services under the contract. Payment is made regardless of whether
the member receives services during the month.
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Appendix I: Financial Accountability

E-3: Pavment 2 of 7)

b. Direct payment. In addition to providing that the Medicaid agency makes payments directly to providers of waiver
services, payments for waiver services are made utilizing one or more of the following arrangements {selecr ar Jeast
onel:

or a managed care entity or entifies.
The Medicaid agency pays providers through the same fiscal agent used for the rest of the Medicaid

progranm.

. Fhe Medicaid agency pays providers of some or all waiver services through the use of a limited fiscal

agent.

Specify the limited fiscal agent, the walver services for which the limited fiscal agent makes payment, the
Tunctions that the limited fiscal agent performs in paying waiver claims, and the methods by which the Medicaid
agency oversees the operations of the limited fiscal agent:

For payments made by the IME:

Providers are informed about the process for billing Medicaid directly through annual provider training, IME
mformational belletins, and the IME provider manual.

When a provider has been enrolled as a Medicaid provider, IME Provider Services mails the provider an
enroliment packet that includes how the provider can bill Medicaid directly. The Provider billing manual is also
available on the lowa DHS website at: http://dhs.iowa.gov/policy-manuals/medicaid-provider.

Providers through the CCO program are issued instructions on billing through the FMS. MMIS will not allow
payment for services authorized through CCO.

IME exercises oversight of the fiscal agent through both. the ISIS system and through our Core Unit.

For payments made by the MCO:

For MCO enroliees, for the self-direction option of the waivers, payments will be made to a financial
management service, which will be designated by the state as an organized healthcare delivery system to make
payments to the entities providing support and goods for members that self-direct. The financial management
service must meet provider qualifications estabiished by the state and pass a readiness review approved by the
state and be enrolled as a Medicaid provider with the state. The state will also oversee the operations of the
financial management service by provide periodical audits,

IME exercises oversight of the fiscal agent through both the ISIS system and through our Core Unit. The IME
Core unit performes a myriad of functions for the lowa Medicaid Enterprise including, but not limited to,
processing and paying claims, handimg mail, and reporting. This unit also maintains and updates the antomated
eligibility reporting system known as ELVS. IME has regularly scheduled meetings with Core that has
thresholds of measurements they are required to meet to assure quality.

Providers are paid by a managed care entity or entifies for services that are included in the State's

contract with the entity.

Specify how providers are paid for the services (if any) not included in the State's contract with managed care
entities.

n/a

Appendix I: Financial Accountability

£-3: Pavment (3 of 7)

¢. Supplemental or Enhanced Payments. Section 1902(a){30) requires that payments for services be consistent with
efficiency, economy, and quality of care. Section 1903{a)(1) provides for Federal financial participation to States for
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expenditures for services under an approved State plan/watver. Specify whether supplemental or enhianced payments
are made. Select one.

‘%' Ngo. The State does not make supplemental or enhanced payments for waiver services,

" Yes. The Staie makes supplemental or enhanced payments for waiver services.

Describe: (a) the nature of the suppiemental or enhanced payments that are made and the waiver services for
whick these payments are made; (b) the types of providers to which such payments are made; (c) the source of
the non-Federal share of the supplemental or enhanced payment; and, (d) whether providers eligible to receive
the supplemental or enhanced payment retain 100% of the total computable expenditure claimed by the State to
CMS. Upon request, the State will furnish CMS with detailed imformation about the total amount of
supplemental or enhanced payments to each provider type in the waiver.

Appendix I: Financial Accountability
-3: Pavment (4 of 7)

d. Payments to State or Local Government Providers. Specify whether Siate or local government providers receive
payment for the provision of waiver services.

7. No, State or local government providers do not receive payment for waiver services. Do not complete Item
I-3-2

# Yes. State or Jocal government providers receive payment for waiver services. Complete ftem I-3-¢.

Specify the types of State or local government providers that recetve payment for waiver services and the
services that the State or Jocal government providers firnish:

The twe State Resource Centers (Woodward Resource Center and Glenwood Resource Center) are the only two
state agencies that provide community based services on the CMH waiver. They can provide respite amd
family and community support services.

Appendix I: Financial Accountability
I-3: Pavment (5of 7)

e. Amount of Pavment to State or Local Government Providers.

Specify whether any State or local government provider receives payments (including regular and any supplemental
payments) that in the aggregate exceed its reasonable costs of providing waiver services and, if so, whether and how
the State recoups the excess and returns the Federal share of the excess to CMS on the quarterly expenditure report.

Select one:

® The amount paid to State or local government providers is the same as the amount paid {o private
providers of the same service.

_ The amount paid to State or local government providers differs from the amount paid to private
providers of the same service. No public provider receives payments that in the aggregate exceed its
reasonable costs of providing waiver services.

" The amount paid to State or local government providers differs from the amount paid to private
providers of the same service. When a State or lecal government provider receives payments
(including reguiar and any supplemental payments} that in the aggregate exceed the cost of waiver
services, the State recoups the excess and reterns the federal share of the excess to CMS on the
guarterly expenditure report.

Describe the recoupment process:
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Appendix I: Financial Accountability
i-3: Pavment (6 of 7)

f. Provider Retention of Payments. Section 1903(a)(1) provides that Federal matching funds are only available for
expenditures made by states for services under the approved waiver. Select one:

" Providers receive and retain 100 percent of the amount claimed to CMS for waiver services.

‘® Providers are paid by a2 managed care entity (or entities) that is paid a monthly capitated payment.

Specify whether the monthly capitated payment to managed care entities is reduced or refurned m part to the
State.

For fee-for-service members, providers receive and retain 100% of the amount claimed to CMS for waiver

services. The payment to capitated MCOs 1s reduced by a performance withhold armount as outlined in the

contracts between DHS and the MCQOs. The MCOs are eligible to receive some or all of the withheld funds
based on the MCQ’s performance in the areas outlined in the contract between DHS and the MCOs,

Appendix I Financial Accountability
I-3: Pavment (7 of 7)

g. Additional Payment Arrangements

i. Veluntary Reassicnment of Payments t¢ 2 Governmental Agency. Select one:

‘&' No. The State does not provide that previders may veluntarily reassign their right to direct
pavinents to a governmental agency.

Yes. Providers may voluntarily reassign their right to direct payments to 2 governmental
agency as provided in 42 CFR §447.10(e).

Specify the governmental agency (or agencies) to which reassignment may be made.

ii. Organized Health Care Delivery System. Sefect one:

" No. The State does not employ Organized Health Care Delivery Sysiem (OHCDS)
arrangements under the provisions of 42 CFR §447.10.

‘& Yes. The waiver provides for the use of Organized Health Care Delivery System
arrangements under the provisions of 42 CFR §447.10.

Specify the foliowing: (a) the entities that are designated as an OHCDS and how these entities qualify for
designation as an OHCDS,; (b) the procedures for direct provider enroliment when a provider does not
voluntarily agree to contract with a designated OHCDS; (c) the method(s) for assuring that participants
have free choice of gualified providers when an OHCDS arrangement is employed, including the
selection of providers not affiliated with the OHCDS; (d) the method(s) for assuring that providers that
furnish services under contract with an OHCDS meet applicable provider qualifications under the waiver;
(e) how it is assured that OHCDS contracts with providers meet apphticable requirements; and, {f) how
financial accountability is assured when an OHCDS arrangement is used:

Enrolied Medicaid providers can choose to subcontract to non-enrolled providers for the provision of
Environmental Modifications and Adaptive Devices. The authorization for the service and the Medicaid
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payment for the authorized service is made to the enrolled Medicaid provider that would then forward
payment to the subcontractor in accordance with their contract.

Any subcontractor whe 1s qualified to enroll with lowa Medicaid is encouraged to do so. No provider is
denied Medicaid enroliment for those services that they are qualified to provide. Waiver providers are
not required to contract with an OHCDS in order to furnish services to members.

When the case manager, health home coordinator, or community-based case manager has assessed the
need for any waiver service, the member is offered the full choice of available providers. The member
has the right to choose from the available providers; the list of providers is available throngh the case
manager, health home coordinator or community-based case manager, and is also available through the
IME and MCO websites. In accordance with the lowa Administrative Code, all subcontractors must
meet the same criteria guideiines as enrolled providers and the contracting enrolled provider must
confirm that all criteria is met.

Environmental modifications and adaptive devices, are reimbursed by Fee Schedules. Fee schedules are
fees for the various procedures involved that are determined by DHS with advice and consultation from
the appropriate professional group. The fees are intended to reflect the amount of resources involved in
each procedure. Payments made through an OHCD arrangement must adhere to the fee schedules
applicable for the provided service.

A provider must enroll with Medicaid prior to being eligible o enroll with & managed care
organization. They are not required to contract with a MCO as this is a provider/MCO contractual
arrangement. However, Medicaid wil! notify the MCO of all providers eligibie to provide services,

Each MCO has different systems that maintains authorized service plans. Many of the services are prior
authorized and claims are adjudicated against the authorizations.

iii. Contracts with MCGOs, PIHPs or PAHPs. Select one:

*.. The State does not contract with MCOs, PTHPs or PAHPs for the provision of waiver services.

- The State contracts with a Managed Care Organization(s) (MCOs) and/or prepaid inpatient health
plan(s) (PTHP) or prepaid ambulatory health plan(s) (PAHYP) under the provisions of §1915(a)(1) of
the Act for the delivery of waiver and other services. Participants may voluntarily elect to receive
waiver and other services through such MCOs or prepaid health plans. Contracts with these health
plans are on file at the State Medicaid agency.

Describe: (a) the MCOs and/or health plans that furnish services under the provisions of §2915(a)(1); (b)
the geographic areas served by these plans; (c) the waiver and other services furnished by these plans;
and, {d) how payments are made to the health plans.

‘& This waiver is a part of a concurrent §1915(b)/§1915(c) waiver. Participants are required to obtain
waiver and other services throegh a MCO and/or prepaid inpatient health plan (PIHP) or a
prepaid ambulatory health plan (PAHP). The §1915(b) waiver specifies the types of health plans
that are used and how payments to these plans are made.

- This waiver is a part of a concurrent U 1115/01915(c) waiver. Participants are required to obtain
waiver and other services through a MCO and/or prepaid inpatient health plan (PIHP) or a
prepaid ambulatory health plan (PAHP). The 111115 waiver specifies the types of health plans that
are used and how pavments to these plans are made.

Appendix I: Finapcial Accountability
I-4: Non-Federal Matching Funds (1 of 3)

a. State Level Sowrce(s) of the Non-Federal Share of Computable Waiver Costs. Specify the State source or sources
of the non-federal share of computable waiver costs. Select ar least one:
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-.,;" Appropriation of State Tax Revenues to the State Medicaid agency
" Appropriation of State Tax Revenues to a State Agency other than the Medicaid Agency.

Tf the source of the non-federal share is appropriations to another state agency (or agencies), specify: (a) the Staie
entity or agency receiving appropriated funds and (b) the mechanism that is used to transfer the funds to the
Medicaid Agency or Fiscal Agent, such as an Intergovernmental Transfer (IGT), including any matching
arrangement, and/or, indicate if the funds are directly expended by State agencies as CPEs, as indicated m Item
1-2-c:

_____ Other State Level Source(s) of Funds.
Specify: (a) the source and nature of funds; (b) the entity or agency that receives the funds; and, (¢} the
mechanism that 1s used to transfer the funds tc the Medicaid Agency or Fiscal Agent, such as an
Intergovernmental Transfer (1GT), including any matching arrangement, and/or, indicate if funds are directly
expended by State agencies as CPEs, as indicated in ltem 1-2-c:

i
3

1
i
i

Appendix I: Financial Accountability
I-4: Non-Federal Matching Funds (2 of 3)

h. Local Government or Other Source(s) of the Non-Federal Share of Computable Waiver Costs. Specify the
source or sources of the non-federal share of computable waiver costs that are not from state sources. Select One:

‘6 Not Applicable. There are no local government level sources of funds utilized as the non-federa! share.

. Applicable
Check each that applies:
" Appropriation of Local Government Revenues.

Specify: () the local government entity or entities that have the authority to levy taxes or other revenues;
(b) the source(s) of revenue; and, (¢) the mechanism that 1s used to transfer the funds to the Medicaid
Agency or Fiscal Agent, such as an Intergovernmental Transfer (JGT), including any matching arrangement
(indicate any intervening entities in the transfer process), and/or, indicate if funds are directly expended by
local government agencies as CPEs, as specified in Item 1-2-c:

" Other Local Government Level Source(s) of Funds,

Specify: (a) the source of funds; (b) the local government entity or agency receiving funds; and, (c) the
mechanism that is used to transfer the funds to the State Medicaid Agency or Fiscal Agent, such as an
Intergovernmental Transfer (IGT), including any matching arrangement, and/or, indicate if funds are
directly expended by local government agencies as CPEs, as specified in Htem I-2-c:

Appendix I: Financial Accountability
I-4: Non-Federal Matching Funds (3 of 3)
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¢. Information Concerning Certain Sources of Funds. Indicate whether any of the funds iisted in fems I-4-z or I-4-b
that make up the non-federal share of computable waiver costs come from the foliowing sources: (a) health care-
related taxes or fees; (b) provider-related donations; and/or, {¢) federal funds. Sefect one:

¥ Noue of the specified sources of funds contribute to the non-federal share of computable waiver costs

i The following source(s} are nsed
Check each that applies:

Health care-related taxes or fees
[ Provider-related donations

" Federal funds

For each source of funds indicated above, describe the source of the funds in detail:

Appendix §: Financial Accountability
I-5: Exclusion of Medicaid Payment for Room and Board

a. Services Furnished in Residential Settings. Select one:

" No services under this waiver are furnished in residential settings other than the private residence of the
individual.

& As specified in Appendix C, the State furnishes waiver services in residectial settings other than the
personal home of the individual.
k. Method for Excluding the Cost of Room and Board Furnished iz Residential Settings. The following describes
the methodology that the State uses to exclude Medicald payment for room and board in residential settings:

The onty CMH service that may be provided in a residential setting is Respite. As specified in lowa Administrative
Code, lowa does not reimburse for room and board costs, except as noted for providers of out of home respite
services. The provider manuals contain instructions for providers to follow when providing financial information to
determine rates. 1t states that room and board cannot be included in the cost of providing services. Most respite
payments are based upon fee scheduies detailed in the lowa Administrative Code. That fee schedule has no
aliowance for room and board charges. Respite provided by a home health agency 15 limited to the established
Medicare rate.

The exclusion of room and board from reimbursement is ensured by the Provider Cost Audit Unit. When providers
submit cost report documentation and rate setting changes, the Provider Cost Audit Unit accounts for all line items
and requests justification for all allocated costs (administrative and other}. If it is determined that a provider has
attemnpted fo include room and board expenses in cost audits or rate setting documentation, the provider is instrucied
to make the adjustment and further investigation is conducted to determine if previous reinbursement needs to be
recouped by the lowa Medicaid Enterprise.

AT providers of waiver services are subject to a billing audit completed by the Department of Human Services
Bureau of Purchased services.

Any payment from an MCO to residential settings is made explicitly for the provision of services as definec bv this

walver and excludes room and board. As part of the ongoing monitoring process of MCOs, the State will ensure that
payments to residential settings are based solely on service costs.

Appendix I: Financial Accountability

I-6: Pavment for Rent and Food Expenses of an Unrelated Live-In Caregiver

Reimbursement for the Rent and Food Expenses of an Unrelated Live-In Persomal Caregiver. Select one:
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‘® No. The State does not reimburse for the rent and food expenses of an unrelated live-in personal
caregiver who resides in the same household as the participant.

* Yes. Per 42 CFR §441.310¢a)(2)(ii), the State will claimm FFP for the additional costs of rent and food
that can be reasopably aitributed to an unrelated live-in personal caregiver who resides in the same
household as the waiver participant. The State describes its eoverage of live-in caregiver in Appendix
C-3 and the costs attributable to rent and food for the five-in caregiver are reflecied separately in the
computation of factor D (cost of waiver services} in Appendix J. FFP for rent and food for a live-in
caregiver will not be claimed when the participant iives in the caregiver's home or in & residence that is
owned or leased by the provider of Medicaid services.

The following is an explanation of: (a} the method used to apportion the additional costs of rent and food
atiributable to the unrelated live-in personal caregiver that are incurred by the individuai served on the waiver and
(b) the method used ic reimburse these costs:

i £

i

i

Appendix I Financial Accountability
I-7: Participant Co-Payments for Waiver Services and Other Cost Sharing (1 of

3)

a. Co-Payment Requirements. Specify whether the State imposes & co-payment or similar charge upon waiver
participants for waiver services. These charges are calculated per service and have the effect of reducing the total
computable claim for federal financial participation. Select one.

%" No, The State does not impose a co-payment or similar charge upon participants for waiver services.

Yes. The State imposes a co-payment or similar charge upon participants for one or more waiver services.

i. Co-Pay Arrangement.

Specify the types of co-pay arrangements that are impesed on waiver participants {check each that
appliesy:

Charges Associated with the Provision of Waiver Services (if any are checked, complete ltems I-7-a-ii
through I-7-a-iv}:

_ - Nomiral deductibie

Coinsurance

Co-Payment

" Other charge

Specify:

Appendix I: Finapcial Accountability
I-7: Participant Co-Payments fer Waiver Services and Other Cost Sharing (2 of
)

a, Co-Payment Requirements.

ii. Participants Subject to Co-pay Charges for Waiver Services.

Answers provided in Appendix I-7-a indicate that you do not need to complete this section.
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Appendix I: Financial Accountability

E-7: Participant Co-Payvments for Waiver Services and Other Cost Sharing (3 of
5}

a. Co-Pavment Requirements.

iii. Amount of Co-Pay Charges for Waiver Services.

Answers provided in Appendixz I-7-a indicate that you do not need to complete this section.

Appendix I: Financial Accountability

[-7: Participant Co-Paviments for Walver Services and Other Cost Sharing (4 of
5)

oF

a. Co-Payment Requirements.

iv. Cumulative Maximum Charges.

Answers provided in Appendix I-7-2 indicate that you do not peed to complete this section.

Appendix [: Financial Accountability

I-7: Participant Co-Payments for Waiver Services and Other Cost Sharing (3 of
5}

b. Other State Requirement for Cost Sharing. Specify whether the State imposes a premium, enroliment fee or
similar cost sharing on walver participants. Select one:

% No. 'The State does not impose a premium, enroliment fee, or similar cost-sharing arrangement on
waiver parficipants.

Yes. The State imposes a premium, enroliment fee or similar cost-sharing arrangement.

Describe in detail the cost sharing arrangement, including: (&) the type of cost sharing (e.g., premium, enrollment
fee); (b} the amount of charge and how the amount of the charge is retated to total gross family income; (c) the
groups of participants subject to cost-sharing and the groups who are excluded; and, {d) the mechanisms for the
collection of cost-sharing and reporting the amount collected on the CMS 64:
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Appendix J: Cost Neuntrality Demonstration

Page 1 of 6

J-1: Composite Overview and Demonstration of Cost-Neutrality Formula

Compaosiie Overview. Complete the hields in Cols. 3, 5 and ¢ in the following table for cach waiver vear. The fields in
Cols. 4, 7 and § are anie-caiculated based on entries in Cols 3, 5, and 6. The fields in Col. 2 are auto-calculated using the
Factor D data from the J-2-¢ Estimate of Factor D tables. Col. 2 fields wil! be populated ONLY when the Estimate of
Factor D) tables in J-2-d have been completed.

Level{s} of Care: Hospital

{Col. 1} Col. 2 Col. 3 Caol. 4 Col. 5 Col. 6 Col.7 | Col. 8

YearFactor D Factor I’ L otal: D+ Factor G Factor G' Toial: G+GDifference (Col 7 less Columnd
1 110472.72 14204003 24766.7% 7740.00 3G608.00 38348.00 13581.28{
7 H0689.4% 15009.008  25698.42 8128.00 32138.00 40266.00 14567.58‘
3 090013 15759.00F 26659.13 8534.00g  33745.00 42275.0{ 15619.87
4 111122.93 16547 00 27669.93 8960.00 ‘ 35432.00 44392 00 16722.07
5 111339.84 17374.00F 28713.84 9418.00¢ 37204.000 4662200 17908.14

Appendix J: Cost Neutrality Demonstration

J-2: Derivation of Estimates (I of 9)

a. Number Of Upnduplicated Participarts Served. Enter the fotal number of unduplicated participants from liem B-3-a
who will be served each vear that the waiver is in operation. When the waiver serves individuals under more than one
level of care, specify the number of unduplicated participants for each level of care:

Table: J-2-a: Unduplicated Participants

Waiver Year

Total Unduplicated Number of

Distribution of Unduplicated Participants
by Level of Care (if applicable)

Participants (from Item B-3-a)

Level of Care:

Hospital
Yearl 1570 1570
Year? 1570 1570
Year3 1576 1570
Yeard 1570 1570
Year 5 1570 1570

Appendix J: Cost Neutrality Demonstration

J-2: Derivation of Estimates (2 of 9)

h. Averape Length of Stay. Describe the basis of the estimate of the average length of stay on the waiver by
participants in item J-2-z.

The average length of stay (ALOS) is expected to remain the same throughout the five years of the waiver. The
ALOS days were based on the 07/01/15 - 06/30/16 372 reports that incorporated historical ALOS back to 07/01/13.

The CMS 372 reports used to develop and report ALOS is July 1, 2015 - June 30, 2016.

Unduplicated participants were trended based on assormpiion provided by the Staie's actuary. Lapse rates were
included in the assumption calculations provided by the actuary.

Total unduplicated number participants were rended to remain the same throughout the five years of the waiver,
Unduplicated participants were based on the assumptions provided by the actuary and historical trends.
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Limitatior: on the Number of Participants Served at any Point in Time were projected to remain the same each year
based on historical growth and average monthly costs per member on the waiver.

Appendix J: Cost Neutrality Demonstration
J-2: Derivation of Estimates (3 of 9)

¢. Derivation of Estimates for Each Factor. Provide a narrative description for the derivation of the estimates of the
following factors,

i. Factor D Derivation. The estimates of Factor D for each waiver vear are locaied in Item J-2-d. The basis for
these estimates is as follows:

Facior I is not impacted by changes in poputation. However, Factor D is impacted by the transition from a
fee-for-service program to a managed care capitation rate program. In the prior waiver period, Factor D was
adjusted due to the transition to managed care. In this submission. the post-managed care values were
increased by 2% each waiver vear. The number of unduplicated participants reflects the managed care
program's incentive o move individuals from the institutional setting to the HCBS waiver community
setting.

The 2% mcrease is frended based on the assumptions provided by the actuary and historical trends.
ii. Factor D' Derivation. The estimates of Factor I)' for each waiver year are included in ltem J-1. The basis of
these estimates is as follows:

Factor D' is not impacted by changes in population. However, Factor D' is impacied by the transition from a
fee-for-service program to a managed care capitation raie program. In the prior waiver period, Factor 1)’ was
adjusted due to the transition to managed care. In this submission, the post-managed care values were
increased by 5% each waiver vear. The number of unduplicated participants reflects the managed care
program's incentive to move individuals from the institutional setting to the HCBS waiver community
setting.

Factor D' projections were based on assumptions provided by the State's actuary.

The 5% increase is trended based on the assumptions provided by the actuary and historical trends.
iii. Facior G Derivation. The estimates of Factor G for each walver year are included in Ttem J-1. The basis of
these estimates is as follows:

This was based on actnal expenditures from the MMIS through June 30, 2036 for kids under 18 currently in
MIHT's. An infiation factor of 3% was assumed.

The CMS 372 reports the State files annually are based on MMIS reports.
iv. Factor G' Derivation. The estimates of Factor G' for each watver year are included in ltem J-1. The basis of
these estimates is as follows:

Based on MSIS reports through June 30, 2016. Factor G' projections were increased by 5% per year based on
historical data and on assumptions provided by the State's actuary. The CMS 372 reports the State files
annually are based on MMIS reports.

The change in the number of lives does not have any influence over the calculation of Factor G and/of Factor
(', These are established from historical datz and have been maintained from the prior waiver amendment
filing. Factor G' was cartied forward without adjustment from the prior 1915(c) watver filing. The percentage
increase for Facior G' is derived from historical lowa Medicaid cost trends,

Appendix J: Cost Neutrality Demonstration
J-2: Derivation of Estimates (4 of 9)
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Component management for waiver services. If the service(s) below inciudes two or more discrete services that are
reimbursed separately, or is a bundled service, each component of the service must be listed. Select “manage components” to
add these components.

Waiver Services

Famity and Community Support serviee

Respite

Environmental modifications and adaptive devices,

In-home family therapy

Appendix J: Cost Neutrality Demonstration
F-2: Dertvation of Estimates (5of 9)

d. Estimate of Factor D.

it. Comcurrent §1915(b)/§1915(c) Waivers, or other authorities utilizing capitated arrangements (i.e., 1915(a),
1932(a), Section 1937). Complete the following table for each waiver year. Enter data Into the Unit, # Users, Avg,
Units Per User, and Avg, Cost/Unit fields for all the Waiver Service/Component irems. If applicable, check the
capitation box next to that service. Select Save and Calculate te automatically calculate and populate the Component
Costs and Total Costs fields. All fields in this table must be completed in order to populate the Factor D fields in the
J-1 Compasite Overview table.

Waliver Year: Year 1

Waiver Service/ Ca.pi_ Unit # Users Avg. Units Per User [ Avp. Cost/ Unit Component Totat Cost
Component tation Cost
Family and
Community Support 2487250.92
service Total: ]
Family and = .
Communits Support {7 115 rinunes ? 1117y 179.00| 12.44f 24729092
Service 1 i
Therapeuric e B :
Resources » iper umit ! 0 0.00] § 0.01 E 000
Respite Fotak: 7547391.20
ICEIME L T 5 576.00 4.57)] 1316160
. B sk A e 3
Clnld Care Center 'vf £15 minutes i g 46 [ 2200.00 4.85 490820.00
Home Care Agey & |
Nan-Facility, Basic o S s 1 | 917! | 768.00! ; 5.02§ s
Individuat ! H
Home Care Agey & | 3 r t ~
Non-Facility, Groap | ¥ 1115 minutes 6261 1312.00)f 4.05|] 392631360
HELA Basic s :
mdividnal 3} gIS minules | % 24-3{§ 1068005 3 709] 181730.88
Environmental
muddifications and 212432.22
adaptive devices, Totak:

GRAND TOTAL: 1644217530
Touad' Services inchided in capitaton: 16442175.30

Total; Services not mcluded in caprtation:
Totul Estimated Undwuplicated Participants: 1570
Factor [ (Divide total by numiber of participants j: 1047272
Serices mcluded m caphiaton: 047272

Services not included in capitation

T 1
Averape Length of Stay on tie Waiver: 26{]§
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Waiver Service/ Capi- Component
Component tation Cost.
Environmetal N g | - ;} j 3 rqgi 71243222
X . * H . =02
modifications and i 544 1.50 2622.6
adaptive devices,

Unit # Users Avg, Units Per User | Avg. Cost/ Unit Total Cost

In-home family ] s
amy 6195060.96
therapy Totak:
In-home family T T
- P 2 6195060.96
fherapy LA PE— _ 14061 132.00 33.38}} 6rosvee.s
GRAND TOTAL: 16442175.30
Total: Services meluded in capitanon. 1644217530
Total; Services not meluded i capitation.
Total Esti § Unduplicated Partici : 1570
Facior D (Divide taal by nomber of parficipants): 1047272
Services iciuded in capitation: 1047272
Services not inciuded in capitanon’
H 3
Average Lemgth of Sexy on the Waiver: 2603

Appendix J: Cost Neutrality Demonstration
G-2: Derivation of Estimates (6 of )

d. Estimate of Factor D

il. Comcurrent §1915(b)/§1915(c) Waivers, or other authorifies utilizing capitated arrangements (i.e., 1915(a),
1932{a), Section 1937). Complete the following table for each waiver year. Enter data jnto the Unit, # Users, Avg.
Units Per User, and Avg. Cost/Unit fields for all the Waiver Service/Component items. If applicable, check the
capitation box next to that service. Select Save and Calculate to automatically calculate and populate the Component
Costs and Total Costs fields. All fields in this table must be compieted in order to populate the Factor D fields in the
J-1 Composite Overview table.

Waiver Year: Year 2

Waiver Service/ Ca}“? ] Unit # Users Avg. Units Per User | Avg. Cost/ Unit Com}:nnent Total Cost
Component tation Cost
Family and
Commanity Support 2537276.67
service Total:
Family and
Community Support | . {175 e g 7l 179.00}f 12.69]} 255727667
Service e e i j
Therapeutic 3 I
Resources ' per anit E : 0§ 0.00‘ E (}_{)1% 0.0¢
Respite Total: TI09017.70
i - § E
ICEMR CA Irp— | sl 576.00 4.90) TamR00
Child Case Center 13 minutes i; 46ij] 2200.00|f 4.95%5 50094000

Home Care Agey &
¥ ST: - . H i
Non-Faciliy Basie | 1115 e 917] 768.00]f 5.12]
Individual L

‘J 34012855.68

3605790.72

GRAND TOTAL: 16782382.70
Totat: Services included n capitanon: 16782382.70

Total: Services not mcluded in capitanon:

Totat Estimated Unduplicaied Participants: 1570
Factor D (Divide totad by number of participants): 10689.42
Services included in capiiation: 10680 43

Services not included in capitation:

Average Length of Stay on the Waiver: 260 E
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Waiver Service/ Capi- Unit # Users Avg. Units Per User [ Avg. Cost/ Unit Component] v\ Cost
Component tation Cost
Homs Care Agey & 115 mumues % 62811 1312.001) 4.13|
Non-Facility, Group k : - ; -
HHA Basic B B - -
Individuz] S 1S mines I 24 1068.00|1 7.23]f 18531936
Envirenmental
modifications and 216680.07
adaptive devices, Total:
Environmental N 4
madifications and " Tper Unir § 5411 1.500 2675.D7§ 216680.67
adaptive devices, ; H :
In-home tamily
9 K
therapy Total: 6319407.60
In"hﬂmc farn]].v :;‘fw S — A - 63194[]7 60
therapy 1S minutes § 1406 132.00 34.03 .
GRAND TGTAL: 1678238210
Total: Services included in capitation: 16782382.70
Toral: Services not included in capiaton:
Total Esti Enduplicaed Particip 1574
Factor I (Divide total by nmmber of partficipants): 1068942
Services included i capitanon luss9.42
Services not ncluded in capitation:
Average Lengéh of Stay on the Waiver: é 260%

Appendix J: Cost Neutrality Demonstration
J-2: Drerivation of Estimates (7 of 9

d. Estimate of Factor I}

ii. Concurrent §1915(b)/§1915¢(c) Waivers, or ether authorities utilizing capitated arrancements (i.e., 1915(a),
1932(a), Section 1937). Complete the following table for each waiver year. Enter data invo the Unit, # Users, Avg,
Units Per User, and Avg, Cost/Unit fields for all the Waiver Service/Component items. If applicable, check the
capitation box next to that service. Select Save and Calculate to automatically calculate and populate the Component
Costs and Total Costs fields. All fields in this table must be completed in order to populate the Factor D fields in the
}-1 Composite Overview table.

Waiver Year: Year 3

Wa.iver Service/ Ca.pi- Unit # Users Avg. Units Per User Avg. Cost/ Unit Component Fotal Cest
Component tation Cost
Family and
Community Suppore 2587262.42
service Total:
Family and i
Communty Support | ' 115 wimutes 1117)] 179.00) 12.04]) 298726242
Service : : i
Therapeutic ; : !
Resources ‘f {per unit g § OI l 0.00§ 3 ¢.01 iE 8.00
Respite Toial: T859323.04
ICF/MR, o 5 576.001 4_90§ 14112.00
. b H i i -
Child Care Center | [1 5:m:m:m:cs::} | 46| E ) 00_00§ ! 3_05§ 511060.00
Home Care Agey |
& NOp-FaClllq:, Basic 'qf 15 minates E 917i E 76800: § 5 22!E 3676216.32
Individual E L i 3
Home Care Agey b -
& Non-Facility, Groupl ¥~ 115 mimites ; 628[ E 1312 _00! ; 471 § 3468770.56
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e e Ca-p]- Unit # Users Ave. Units Per User Ave, Cost/ Unit Com_poncnt Total Cost

Component tation | o
HIA Basic 7
Individual i
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Appendix A: Waiver Administration and Operation

Quality Improvement: Administrative Authority of the Single State Medicaid
Agency

As a distinct component of the Staie’s guality improvement strategy, provide information in the following fields to deiail the
State’'s methods for discovery and remediation

a. Methods for Discovery: Administrative Authority
The Medicaid Agency retains ultimate administrative authority and responsibility for the operation of the waiver

program by exercising oversight of the performance of waiver functions by other staie and local/regional non-staite
agencies (if appropriate) and coniracied enfities.

i. Performance Measures

For each performance measure the State will use to assess compliance with the statutory gssurance,
complete the following. Performance measures for administrative autharity should not duplicate measures

found in other appendices of the waiver application. As necessary and applicable, performance measures
should focus on:

v Uniformity of development/execution of provider agreements throughout all geographic areas covered

by the waiver
Equitable distribution of waiver openings in all geographic areas covered by the waiver

Compliance with HCB settings requirements and other new regulatory components (for waiver actions
subimitted on or afier March 17, 2014)

Where possible, include numerator/denominator.

For each performance measure, provide information on the agoregated data that will enagble the State io
analvze and assess progress foward the performance measure. In this section provide information on the
method bv which each source of datq is analvzed statistically/deductively or inductively, how themes are
identified or conclusions drawn, and how recommendations are formulated where appropriate.

Performance Measure:

AA-L: IME shall measure the number and percent of required MCO HCBS PM
quarterly reports that are submitted timely. Numerator =# of HCBS PM quarterly

reports submitted timely; Denominator = # of MCO HCBS PM guarterly reports due in
a calendar quarter.

Data Source (Select one):
Other

If 'Other’ is selected, specify:
MCGO performance monitoring

Responsible Party for Frequency of data Sampling Appreach/check
data collection/generation j colection/generation each that applies):
(check each that appliesj: | (check each thai applies):
T State Medicaid T Weekly o 100% Review
Agency
" Operating Agency «# Monthly . Less than 100%
Review
. Sub-State Entity _ Quarterly " Representative
Sample
Confidence
Interval =
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. Other " Annually T Stratified
Specify Describe Group:
MCOs N
" Continuously and " Other
Ongoing SpeCify:
" Other

Specify:

Drata Aggregation and Analysis: .

Responsible Party for data aggregation
and analvsis (check each that applies):

Frequency of data aggregation and
analysis{check each thar applies):

o State Medicaid Agency T Weekly
. Operating Agency i Monthly
% Sub-State Entity « Quarterly
. Other T Annualiy

Specify:

7 Continvously and Opgoing

. Other
Specify:

Performance Measure:

&A-2: The IME shall measure the number and percent of months in a calendar guarter
that each MCO reported all HCBS PM data measures. Numerator = # of months each
MCO entered all required HCBS PM data; Denominator = # of reportable HCBS PM
months in 2 calendar guarter.

Data Source (Select one):
Otheer

I 'Other' is selected, specify:
MCO performance monitoring

Responsible Party for
data collection/generation
{check each thar applies).

Frequency of data
coliection/generation

{check each that applies).

Sampling Appreach(check
each that applies):

™ State Medicaid 7 Weekly & 100% Review
Agency
7" Operating Agency ~ Monthly ¢ Less than 100%

Review
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" Sub-State Entity . Quarterly . Representative
Sample
Confidence
Interval = .
wf Other " Annually T Stratified
Specify: Deseribe Group:
MCOs s
™ Continzously and T Other
Ongoing Specify:
" Other
Specify: ..

Data Aggregation and Analysis:

Responsible Party for data aggregation
and analysis (check each thar applies).

Frequeney of data aggregation and
analysis(check each that applies):

7 State Medicaid Agency

7T Weekly

T Operating Agency

. Monthly

7 Sub-State Entity

i Quarterly

i Other

Specify:

{7 Annually

o Continuously and Ongoing

7 Othber

‘ Specify:

Page 3 of 43

il. If applicable, in the textbox below provide any necessary additional information on the straiegies employed by
the State to discover/identify problems/issues within the watver program, including frequency and parties

responsible.

Through the Burean of Managed Care each MCO is assigned state staff as the contract manager; and other

state staff are assigned to aggregate and analyze MCO data.

This staff oversees the quality and timeliness

of monthly reporting requirements. Whenever data is late or missing the issues are immediately addressed by
each MCO account manager to the respective MCO.

b. Methods for Remediation/Fixing Individuat Problems

i. Describe the State’s method for addressing individual problems as they are discovered. Include information
regarding responsible parties and GENERAL methods for problem correction. In addition, provide

information on the methods used by the State to document these items.
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If the coniract manager, or policy staff as a whole, discovers and documents a repeated deficiency in
performance of the MCQ, a plan for improved performance is developed. In addition, repeated deficiencies
in coniractual performance may result in a withholding of payment compensation.

General methods for problem correction include revisions to state confract terms based on lessons learned.
ii. Remediation Data Aggregation
Remediation-related Data Aggregation and Analysis (including trend identification)

Frequency of data aggregation and

Responsible Parey(check each that applies): analysis(check cach that applies):

' State Medicaid Agency T Weekly

. Operating Agency 7 Monthly

" Sub-State Entity T Quarterly

. Other 7 Annually
Specify:

Contracted Entity and MCOs

. . Continuongsly and Ongolng

T Other
Specify:

e. Timelines
When the State does not have all elements of the Quality Improvement Strategy in place, provide timelines to design
methods for discovery and remediation related to the assurance of Administrative Authority that are currently non-
operational,
@a No
 Yes
Please provide a detailed strategy for assuring Administrative Authority, the specific imeline for implementing
ideniified strategies, and the parties responsible for its operation.

Appendix B: Evaluation/Reevaluation of Level of Care

Quality Emprovement: Level of Care

As a distinct component of the State’s guality improvement strategy, provide information in the following fields to detail the
State’s methods for discovery and remediation.

a. Methods for Discovery: Level of Care Assurance/Sub-assurances

The state demonstraics that if implemenis the processes and instrumeni(s) specified in its approved waiver for
evainating/reevaluating ar applicant's/waiver participant's level of care consisient with level of care provided in ¢
hospital, NF or FICF/AID.

i. Sub-Assurances:

a. Sub-assurance: An evaluation for LOC is provided fo all applicants for whom there is reasonable
indicaiion that services may be needed in the future.

Performance Measures

For each performance measure the State will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominator.
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For each performance measure, provide information on the ageregated data thar will enable the Siate
to analyze and assess progress toward the performance measure. In this section provide information
on the method bv which each source of data is analvzed siatisticallv/deductivelv or inductively, how
themes are identified or conclusions drawn, and how recommendations are formulated where
appropriate.

Performance Measure:

LC-al: IME wiil measure the number and percent of approved LOC decisions.
Numerator: # of completed LOC; Denominator: # of referrals for LOC.

Data Souree (Select one):
Other

if'Other’ 1s selected, specify:
FFS and MCO members will be palied from ISIS for this measure. IME MSU
completes all initial level of care determinations for both FFS and MCO

populations.
Responsible Party for | Frequency of data Sampling Approach
data collection/generation {check each that applies):
collection/generation {check each that applies):
(check each that applies):
I State Medicaid T Weekdy +F 100% Review
Agency
7 Operating Agency | ¢ Monthiy " Less than 100%
Review
. Sub-State Entity T Quarterly . Representative
Sample
Confidence

interval =

W Other " Annually . Stratified
Specify: Describe
contracted entity Group:

;" Continuously and . Other
Ongoing Specily: .
... Other
Specify:
Data Aggregation and Analysis:
Responsible Party for data Freguency of data agpregation and
aggregation and analysis (check each | analbysis(check each that applies):
that applies):
/. State Medicaid Agency T Weekly
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Responsible Party for data Frequency of data aggregation and
agoregation and analysis (check each |analvsisicheck each thar applies).
that applies):
. Operating Agency " Menthly
™ Sub-State Entity . Quarterly
.. Other " Annpually
Specify:

" Continueusly and Ongoing

. Other
Specify:

b, Sub-assurance: The levels of care of enrolled participants are reevaluated ar least annually or a5
specified in the approved watver,

Performance Measures

For each performance measure the State will use to assess complignee with the statutory assurance {or
sub-assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aceregated datg that will enable the State
to analyze and assess progress toward the performance measure, In this section provide information
on the method by which each sowrce of data is analvzed statisticallv/deduyctively or inductively_how
themes are identified or conclusions drawn. and how recommendations are formulated where
appronriate.

e. Sub-assurance: The processes and instruments described in the approved waiver are applied
appropriately and according to the approved description te determine participant level of core.

Performance Measures

For each performance measure the State will use to assess compliance with the statutory assurance {(or
sub-assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggrecated daia that will enable the State
to analvze and assess progress toward the performance measure, In this section provide information
on the method by which each source of data is analyzed statisticallv/deductivelyv or inductively. how
themes are identified or conclusions drawn._and how recommendations are formulaied where
appropriate,

Performance Measure:

LC-¢1: The IME shali determine the number and percent of initial level of care
decisions that were accurately defermined by applying the approved LOC
criterion using standard operating procedures. Numerator: # ¢f of LOC decisions
that were accurately determined by applying the correct criteria as defined in the
waiver; Denominator: # of reviewed LOC determinations.

Drata Source (Select one);
Other
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If"Other' is selected, specify:
IME MQUIDS and OnBase

Responsible Party for | Frequency of data Sampiing Approach
data collection/generation {check each that applies).
collection/generation {check each thai applies):
(check each that applies):
" State Medicaid T Weekly B0 Review
Agency
7 Operating Agency | f Monthly /" Less than 106%
Review
" Sub-State Entity 7. Quarterly i Representative
Sampile
Confidence
Interval =
5%
wt Other ¢ Anpually . Stratified
Specify: Describe
Contracted Entity Group: |
. Continuously and T Other
Ongoing Specify:
™ Other
Specify:

Data Agoregation and Analysis:

Respousible Party for data Freguency of data aggregation and
aggregation and analysis (check each |analysis(check each that applies):
that applies):

¢ State Medicaid Agency T Weekly

" Operating Agency " Mowthly

" Sub-State Entity W Quarterly

7" Other T Annually

Specify:

" Continuously and Ongoing

T Other
Specify:
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If applicable, in the textbox below provide any necessary additional information on the strategies employed by
the State to discover/identity problems/issues within the watver program, including frequency and parties
responsible.

Data for completed¢ LOC is collected quarterly through reports generated through ISIS, MQUIDS, and
OnBase. This data is moniiored for rends from an individual and systems perspective to determine in
procedural standards.

Monthly a random sample of LOC decisions is selected from each reviewer. 1QC activity is completed on
the random sample. This level of scrutiny aids in early detection of variance from the stated LOC criteria.

b. Methods for Remediation/Fixing Individual Problems

i.

ii.

Describe the Stafe’s method for addressing individual problems as they are discovered. Include information
regarding responsible parties and GENERAL methods for problem correction. In addition, provide
information on the methods used by the State to document these items.

The state's Medical Services Unit performs internal quality reviews of iniiial and annual level of care
determinations to ensure that the proper criteria are applied. In instances when it is discovered that this has
not occurred, the unit undertakes additional training for staff.

Remediation Data Aggregation ‘

Remediation-retated Data Aggregation and Analysis {including trend identification}

Frequency of data aggregation and analysis
(check each that applies):

" Weekly

Responsible Party/check each that applies):

+# Btate Medicaid Agency

T Operating Agency Monthiy

. Swb-State Entity + Quarterly

"¢ Other
Specify:

T Annpually

7
;
{
:

—- Confiouously and Ongoing

Tt Other
Specify:

¢. Timelines
When the State does not have ali elements of the Quality Improvement Strategy in place, provide timelines to design
methods for discovery and remediation related to the assurance of Level of Care that are currentty non-operational,
# No
_ Yes
Please provide a detailed strategy for assuring Level of Care, the specific timeline for implementing identified
strategies, and the parties responsible for its operation.

Appendix C: Participant Services

Quality Improvement: Qualified Providers

As a distinct component of the State’s gquality improvement strategy, provide information in the jollowing fields to detail the

State 's methods for discovery and remediation.

a. Methods for Discovery: Qualified Providers
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The state demonstrates that it has designed and implemented an adequate system for assuring that oll waiver
services are provided by qualified providers.

i. Sub-Assurances:

a. Sub-Assurance: The State verifies that providers initiolly and confinually meef requiived licensure

and/or certification standards and adhere to other standards prior to their furnishing waiver
services.

Performance Measures

For each performance measure the State will use 1o assess compliance with the statutory assurance,
complele the following, Where possible, include numerator/denominator.

For each performance meagsure; provide information on_the gegregated data that will enable the Siate
to analvze and assess progress toward the performance measure. In this section provide information
on the method bv which each source of data is analvzed statisticallv/deductively or inductivel:, how
themes are identified or conclusions drawn, and how recommendations are formulated where
appropriale.

Performance Measure:

QP-a1: The IME will measure the number and percent of licensed or certification
waiver provider enrollment applications verified agajust the appropriate licensing
and/or certification entity. Numerator = # and percent of waiver providers
verified against appropriate lcensing and/er certification entity prior to
providing services. Deneminator = # of Hicensed or certified waiver providers.

Data Source (Select one}:
Other

If'Other’ is selected, specify:

Encounter data, claims data and enroliment information out of ISIS. All MCO
HCBS providers must be envolled as verified by the IME PS.

Responsible Party for
data
collection/generation
{check each that applies):

Frequency of data
coliection/generation
(check each thai applies):

Sampling Approach
{check each that applies):

" State Medicaid " Weekly W 100% Review
Agency
" Operating Agency | 7 Monthly " Less than 100%
Review
" Sub-State Entity " Quarterly .- Representative
Sample
Confidence
Interval =
/. Other " Annualky . Stratified
Specify: Describe
Contracted Entity Group:
™ Continuously and . Other
Ongoing Specify:
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i Other
Specify:

Drata Agoregation and Analysis:

Responsibie Party for data Frequency of data aggregation and
aggregation and analysis (check each |analysis(check each thar applies):
that applies).

~ State Medicaid Agency . Weekly

T Operating Agency T Monthly

I Snb-State Entity «f Quarterly

. Other 7 Annuaily

Specify:

Continucusly and Ongoing

~ Other
Specify:

b, Sub-Assurance: The State monitors non-licensed/non-certified providers to assure adherence fo
waiver requirements.

For each performance measure the State will use 1o assess compliance with the statutory assurance,
complete the following. Where possible, include numerator/denominaior.

For each performance measure, provide information on the aggresaied daia that will enable the State
to analvze and assess progress loward the performance measure. In this section provide information
o the method b which each source of dalq is analvzed statisticallv/deductively or inductively, how
themes are identified or conclusions drawn,_and how recommendations are jormulated, where
appropriagte.

Performance Vieasure:

QP-bl: The IME shall determine the number and percent of CDAC providers
that met waiver requirements prior to direct service delivery. Numerator = # of
CDAC providers who met waiver requirements prior to service delivery;
Denominator = # of CDAC enrolied providers.

Data Souree (Select one):

Other

If 'Other’ 1s selected, specify: _

Encounter data, claims data apd enrollment information out of ISIS. Al MCO
HCBS providers must be enrolled as verified by the IME PS.
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Responsible Party for | Frequency of data Sampling Approach
data collection/generation (check each that applies).
coliection/generation {eheck each that applies):
{check each that upplies).
7" State Medicaid T Weekly o 100% Review
Agency
I Operating Agency | '/ Monthiy " Less than 100%
_ _ Review
i Sub-State Entity 7 Quarterly " Representative
Sample
Confidence
Interval =

Gt

o Other T Annually 7 Stratified
Specify: Describe
Contracted Entity Group;
7 Continucusly and . Other
Ongoing
T Other
Specify:

Dats Aggregation and Analysis:

Responsible Party for data Freguency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
thay applies).

W State Medicaid Agency " Weekly

" Operating Agency " Monthly

7 Sub-State Enfity

' Quarterly

- Annualiy

Continuoeusty and Ongoing

. Other
Specify:
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c. Sub-Assurance: The State implements its policies and procedures for verifying that provider
fraining is conducted in accordance with state requirements und the approved waiver.

For each performance measure the State will use to assess compliance with the statutory assurance,
complete the following. Where possible, include mumerator/denominator.,

For each performance measure, provide information ow the ageregated data that will enable the State
to_analvze and assess progress toward the performance measure. In this section provide information
on the method by which each source of data is analvzed statisticallv/deductivelv or inductively, how
themes are identified or conclusions drawn, and how recommendations are formulated where
approprigie.

Performance Measure:

QP-cl: The IME will measure the total number and percent of providers, specific
by waiver, that meet training requirements as outlined in State regulations.
Numerator = # of reviewed HCBS providers which did not have a corrective
action plan issued related te training; Denominator = # of HCBS waiver
providers that had a certification or periodic quality assurance review.

Drata Source (Select one):

Record reviews, off-site

If"Other' is selected, specify:

Provider's evidence of staff training and provider training policies. All certified

and periodic reviews are conducted on a 5 year cvcie; at the end of the cvele all
providers are reviewed.. :

Responsibie Party for | Frequency of data Sampling Approach
data collection/generation {check each that applies):
coliection/generation (check each that applies):
{check each that applies):
T State Medicaid i Weekly o 100% Review
Agency
. Operating Agency | &/ Monthly ¢ Less than 100%
Review
. Sub-State Entity % Quarterly " Representative
Sample
Confidence
Interval=
« Other " Anpualty . Stratified
Specify: Describe
Contracted Entity Group:

7 Continuously and . Other
Ongoing Specify: |
i Other

Specify:
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Data Aggregation and Analysis:

Responsible Party for data Freguency of data aggregation and
aggregation and analysis (check each |analysis(check each that applies):
that applies):

+ State Medicaid Agency T Weekly

7 Operating Agency " Monthly

7 Sub-Staie Entity f, Quarterly

_.. Other " Annually

Specify

. Continuously and Ongoing

" Other
Specify:

ii. If applicable, in the textbox beiow provide any necessary additional information on the strategies employed by
the State to discover/identify problems/issues within the waiver program, including frequency and parties
responsible.

The IME Provider Services unit is responsible for review of provider licensing, certification, background
checks of relevant providers, and determining compliance with provider service and business requirements
prior to iniiial enrollment and reenrollment.

All MCO providers must be enrolied as verified by IME Provider Services.

The Home and Community Based Services (HCBS) quality oversight unit is responsible for reviewing
provider records at a 100% level over a three to five vear cycie, depending on certification or accreditation. If
it is discovered that providers are not adhering to provider training requirements, & corrective action plan Is
implemented. If corrective action attempts do not correct noncompliance, the provider is sanctioned for
noncompliance and eventualty disenrolied or terminated if noncompliance persists.

b. Methods for Remediation/Fixing Individual Problems

i. Describe the State’s method for addressing individual problems as they are discovered. Include information
regarding responsible parties and GENERAL methods for problem correction. In addition, provide
nformation on the methods used by the State to document these items.
If it 1s discovered by Provider Services Unit during the review that the provider is not compliant in one of the
enrollment and reenroliment state or federal provider requirements, the provider is required to correct
deficiency prior to enrofiment or reenroliment approval. Until the provider make these corrections, they are
ineligible to provide services to waiver members. All MCO providers must be enrolled as verified by IME
Provider Services, so if the provider is ne longer enrolled by the IME then that provider is no longer eligible
to enroll with an MCQ.

If it is discovered during HCBS Quality Oversight Unit review that providers are not adhering to provider
training requirements, a corrective actiop plan is implemented. If corrective action atiempts do not correct
noncompliance, the provider is sanctioned for noncompliance and eveninally disenrolled or terminated is
noncompliance persists.

(General methods for problem correction at a systemic level include informational letters, provider irainings,
coliaboration with stakeholders and required changes in individual provider policy.

it. Remediation Data Aggregation
Remediation-related Data Aggregation and Analysis (including trend identification)
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Frequency of datz aggregation and analysis

Responsible Party(check each that applies): (check each that applies)-

«F State Medicaid Agency T Weekly

7 (Orperating Agency " Monthly

© Sub-State Entity « Quarterly

ot Other i Annpually
Specify:

Contracted Entity and MCOs

. Continuously and Ongoing

" Other
Specify:

c. Timelines
When the State does not have all elements of the Quality Improvement Strategy in place, provide timelines to design
mathods for discovery and remediation related to the assurance of Qualified Providers that are currently non-
operational.
€ No
‘. Yes
Please provide a detailed strategy for assuring Qualified Providers, the specific timeline for implementing
identified strategies, and the parties responsible for its operation.

Appendix D Participant-Centered Planping and Service Delivery

Quality Improvement: Service Plan

As a distinet component of the Stale’s quality improvement straiegy, provide information in the following fields io detail the
State's methods for discovery and remediation,

a. Methods for Discovery: Service Plan Assurance/Sub-assurances

The state demonsirales it has designed and implemented an effective system for reviewing the adeguacy of service
plans for waiver participanis.

i. Sub-Assurances:

a. Sub-assurance: Service plans address all participants’ assessed needs (including health and safery
risk factors) and personal goals, either by the provision of waiver services or through other means.,

Performance Measures

For each performance measure the State will use to assess compliance with the statulory assurance (or
sub-assurance), compleie the following, Where possible, include numerator/denominaior.

Foy each performance measyre, provide information on the aggregated daty that will enable the Stare
to analvze and assess progress toward the performance megsure, In {his section provide information
on the method by which each source of data is analvzed statisticallv/deductively or inductivehy, how
themes are identified or conclusions drawn, and how recommendations are formulated where

approprigie,

Performance Measure:

https://wms-mmdl.cms.gov/WMS/faces/protected/3 5/print/PrintSelector.jsp 4/5/2018
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SP-a: The IME shali measure the number and percent of service plans that
accurately reflect tiie member's assessed needs. The assessed needs must include,
at 2 minimum, personal goals, health risks, and safety risks. Numerator = # of
service pians that address all member assessed needs including bealth and safety
risks, and personal goals. Denominator = # of reviewed service plans.

Pata Source (Select one);

Record reviews, off-siie

If'Other' 15 selected, specify:

person-centered plans apd the results of the department approved assessment

Responsible Party for | Frequency of data Sampling Approach
data collection/generation (check each that applies):
collection/generation (check each thai applies):

(check each that applies).

. State Medicaid =~ | | Weekly " 100% Review
Agency

" Operating Agency | /. Monthly 7 Less than 100%

Review
" Sub-State Entity . Quarterly ' Representative
Sample
Confidence
Interval =
5%

& Other " Annpually " Stratified
Specify: Describe
Contracted Entity Grour:
and MCOs

" Continuously and " Other
Ongoing Speci
" Other
Spectfy: ..

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each

Frequency of data aggregation and
analysis(check each that applies).

that applies}.
W State Medicaid Agency T Weekly
" Operating Agency ~ Wenthly

. Sub-State Entity + Quarterly

... Other
Specify:

77 Annually
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Responsible Party for data Freguency of data aggregation and
aggregation and analysis (check each §analysis(check each that applies}):
that applies):

" Continuously and Ongoing

" Other

b. Sub-assurmnce: The State monitors service plan development in accordance with its policies and
procedures.

Performance Measures

For each performance measure the State will use to assess complianee with the statutory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominaior.

For each performance measure, provide information on the aggregated data that will enable the Sigie
to analvze and assess progress toward the performance measure. In this section provide information
on the method by which each source of data is analvzed statisticallv/deductively or inductively. how
themes are identified or conclusions drawn, and how recommendations are formulaied where
appropriate.

. Sub-assurance: Service plans are updated/revised at least annually or when warranted by changes
in the waiver participant’s needs.

Performance Measures

For each performance measure the State will use to assess compliance with the starutory assurance (or
sub-assurance), complete the following. Where possible, include numeraior/denominator,

For each performance measure, provide information on the agoregated data that will enable the State
to analvze and assess progress toward the performance measure, In this section provide information
on the method by which each source of data is analvzed statistically/deductively or inductivelv, how
themes are identified or conclusions drawn._and how recommendations are formulated, where
appropridgie.

Performance Measure:

SP-c2: The IME will measure the number and percent of service plans which are
updated on or before the member's annual due date. Numerator = # of service
plans updated prior to due date; Denominator = # of service plans reviewed.

Data Source (Select one):

Record reviews, off-site

If "Other' 1s selected, specify:

person-centered plans and the results of the depariment approved assessment

Responsible Party for : Frequency of data Sampling Approach
data collection/generation {check each that applies}:
collection/generation {check each that applies):

(check each that applies):

““““ Weeltly T 100% Review
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T State Medicaid
Agency

7" Operating Agency | ./ Monthly ¢ Lesg than 100%

Review
. Sub-State Eniity i Quarterly ~ Representative
Sample
Confidence
interval =
5%

o Other . Annually . Stratified
Specify: Describe
contractor entity and Group. |
MCOs '

i Contirunously and - Other
Ongoing Specify: |
_ Other
Specfy;
Dats Aggregation and Analysis:
Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies).
that applies):

W State Medicaid Agency T Weekly

" Operating Agency 7 Monthly

" Sub-State Entity . Quarterly

T Other " Annually
Specify:

. Continuously and Ongoing

" Other
Specify:

Performance Measure:

SP-cl: The IME will measure the number and percent of service plans which
were revised when warranted by a change in the member’s needs. Numerator =#
of service plans updated or revised when warranted by changes to the member’s
peeds. Denominator = # of reviewed service plans.
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Drata Seurce (Select one);

Record reviews, off-site

If*Other’ is selecied, specify:

persoi-centered plans and the results of the department approved assessment

Responsible Party for | Freguency of data Sampling Approach
data coliection/generation (check each that applies):
coliection/generation {check each that applies):

(check each that applies):

"\ State Medicaid T Weekly T 100% Review
Agency

.~ Operating Agency | . Monthly «f Less than 160%

Review
. Sub-State Entity T Quarterly ~ Representative
Sample
Confidence
Interval =
5%

«/ Other " Annually " Stratified
Specify: Describe
Contracted Entity Group:
and MCOs

7 Continuously and . Other
Ongoing Specify:
" Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check cach | analysis(check each that applies):
that applies}):

«# State Medicaid Agency T Weeldy

- Operating Agency " Monthly

T Sub-State Entity o Quarterly

o Other T Annually

Specify:

T, Comtinuously and Ongoing

" Other
Specify:
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Responsible Party for data Frequency of data aggregation and

aggregation and analysis (check each | analysis(check each that applies).
that applies):

d. Sub-assurance: Services are delivered in accordance with the service plan, inctuding the type, scope,
amount, duration and frequency specified in the service plar.

Performance Measures

For each performance measure the State will use (o assess compliance with the statutory assurance (or
sub-assurance), complete the jollowing. Where possible, include numerator/denominator.

For each performance measure, provide information on the ageregated data that will enable the Staie
1o analvze and assess progress toward the performance measure. In this section provide information
on the method by which each source of data is analvzed statistically/deductively or inductivelv. how
themes are identified or conclusions drawn,_and how recommendations are formulated, where
approprigaie.

Performance Measure:

SP-di: The IME will measure the # and percent of members' service plans that
identify all the following elements: * amount, duration, and funding sources of all
services * all services authorized in the service plap were provided as verified by
supporting documentation. Numerator: # members receiving services authorized
in their service plan; Denominator = # of service plans reviewed.

Drata Source (Select one):

Record reviews, off-site

If 'Other' is selected, specify:

Service plaus are requested from the case mapagers, with service provision
documentation requested from providers.

Responsible Party for | Frequency of data Sampiing Approach
data collection/generation (check each that applies):
coliection/generation {check each that applies}:
(check each that applies):
T State Medicaid . Weekly T 100% Review
Agency
"t Operating Agency | &/ Monthly =/ Less than 1060%
Review
! Sab-State Enfity . Quarterly ¥ Representative
Sample
Confidence
Inierval =
5%
& Other {7 Annually " Stratified
Specify: Describe
Contracted Entity Group;
and MCOs :

i Continuously and — Other
Ongoing Specify:
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. Other
Specify:
Data Aggregation and Analysis:
Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | amalysisicheck cach thar applies).
that appliesj:
« State Medicaid Agency T Weekly
T Operating Agency "™ Monthly
" Sub-Staie Entity « Quarterly
7 Other 7 Annually
Specify:
" Continuously and Ongoing
T Other

Specify:

e. Sub-assurance: Participants are afforded choice: Between/among waiver services and providers,

Performance Measures

For each performance measure the State will use to assess compliance with the statutory assurance (or
sub-assurance), compleie the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the agorecated data that will enable the State
o analvze and gssess progress toward the performance measure_ln this section provide information
on the method by which each source of data is analyzed statistically/deductively or inductively, how
themes are identified or conclusions drawn, and how recommendations are formulated. where
appropriate.

Performance Measure:

SP-el: The IME will measure the number and percentage of mepibers from the
HCBS IPES who responded that they had a choice of services. Numerator = # of
JPES respondents who stated that they were a part of planning their services;

Denominator = # of IPES respondents that answered the question asking if they
were a part of planning their services.

Data Source (Select one):

Analyzed collected data {including surveys, focus group, interviews, etc)
I£'Other' is selected, specify:

FFS HCBS UNIT QA survey datz and MCQ TPES databases

| [ | l
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Responsible Party for
data
coliection/generation

(check each that appliesi:
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Frequency of data
collection/generation

(check each that applies):

Sampling Approack
(check each that applies):

- State Medicaid C Weekly " 100% Review
Agency
. Operating Agency . . Monthly . Less thar 106%
Review
' Sub-State Entity . Quarterly " Representaiive
Sample
Confidence
Interval =
& Other " Annually " Stratified
Specify: Describe
Medicaid contractor group: ..
entity and MCO
| Continuously and " Other
Ongoing Specify: a
. Other
Specify: ...

Data Aggregation and Analysis:

Responsible Party for data
aggregation and awvalysis (check each

Ereguency of data aggregation and
analysis(check each that applies):

that applies):
# State Medicaid Ageney " Weekly
- Operating Agency " Monthly

T Sub-State Entity

~ Quarterly

7 Other

o Annually

. Continuously and Ongoing

T Other

Specify:

Performance Measure:
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SP-e2: The IME will measure the number and percentage of service plans from
the HCBS QA survey review that indicated the member had a choice of providers.
Numerator: The total number of service plans reviewed which demonstraie
choice of HCBS service providers; Denominator: The fotal number of service
plans reviewed.

Data Souree (Select one).

Record reviews, off-site

If 'Other’ is selected, specify:

FFS QA review of service plan stored in OnBase. MCO review service plans
avaiiabie through their sysiems.

Responsible Party for | Frequency of data Sampling Approach
data coliection/generation (check each that applies):
collection/generation {check each thar applies):
(check each that applies).
7. State Medicaid I Weekly T100% Review
Agency
~ Operating Ageuncy | F Monthly »7 Less than 100%
Review
© Sub-State Entity " Qmarterly »' Representative
Sample
Confidence
Interval =
5%
&¢ Gther " Annually 7" Stratified
Specify: Describe
contracted entity Group: N
and MCO
" Continuously and | — Other
Ongoing Specify: |
- Other
Specify:

Daia Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysisicheck each that applies):
that applies):
+# State Medicaid Agency T Weekly
" Operaiing Agency " Monthly
Sub-State Entity «F Quarterly
. Other " Annually
Specify:
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Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
thai applies):

7 Continuously and Ongoing

T Other

ii. If applicable, in the textbox below provide amy necessary additional! information on the strategies employed by
the State to discover/identify problems/issues within the watver program, including frequency and parties
responsible.

The Medical Services Unit utilizes criteria to grade each reviewed service plan component. If it is determined
that the service plan does not meet the standards for component(s), the case manager is notified of deficiency
and expectations for remediation. MCOs are responsible for oversite of service plans for their members.

The HCBS Quality Oversight Unit has identified questions and answers that demand additional attention.
These questions are considered urgent in nature and are flagged for follow-up. Based on the responses to
these flagged questions, the HCBS interviewer performs education to the merber at the time of the interview
and requests additional information and remediation from the case manager.

General methods for problem correction at a systemic level imclude informational letters, provider training,
collaboration with stakeholders and changes in policy.

b. Methods for Remediation/Fixing Individual Problems
i. Describe the State’s method for addressing individual problems as they are discovered. Include information
regarding responsibie parties and GENERAL methods for problem correction. In addition, provide
information on the methods used by the State to document these items.
The Medical Services Unit utilizes criteria to grade each reviewed service pian component. If it is determined
that the service plan does not meet the standards for component(s), the case manager is notified of deficiency
and expectations for remediation. MCOs are responsible for oversite of service plans for their members.

The HCBS Quality Oversight Unit has identified questions and answers that demand additional attention.
These questions are considered urgent in nature and are flagged for follow-up. Based on the responses to
these flageed questions, the HCBS interviewer performs education to the member at the time of the interview
and requests additional information and remediation from the case manager.

General methods for problem correction at a systemic level include informational letters, provider training,
collaboration with stakeholders and changes i policy.

ii. Remediation Data Aggregation
Remediation-related Data Aggregation and Analysis (iecluding trend idenfification)

Freguency of data aggregation and analysis

Responsible Party(check each that applies). (check each that applies):

# State Medicaid Agency T Weekly

.. Operating Agency " Monthly

. Sub-State Entity -+ Quarterly

+ Other T Annpually
Specify:

Contracted Entity and MCOs
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Responsible Party/check each that applies): Frequenc_}'ct;lfef; :‘;;Tg‘f;;gzzl;ﬁeiﬁd analysis

" Contipuously and Ongoing

¢. Timelines

When the State does not have all elements of the Quality Improvement Strategy in place, provide timelines to design
methods for discovery and remediation related to the assurance of Service Plans that are currently non-operational.
# No
7 Yes
Please provide a detailed strategy for assuring Service Plans, the specific titneline for implementing identified
strategies, and the parties responsible for its operation.

Appendix G: Participant Safeguards
Quality Improvement: Health and Welfare

As a distinct component of the State’s guality improvemeni strategy, provide information in the following fields 1o detail the
State’s methods for discovery and remediation.

a. Methods for Discovery: Health and Welfare
The state demonstrates it has designed and implemenited an effective system for assuring walver participant health
and welfare. (For waiver actions submitted before June 1, 20114, this assurance read "The State, on an ongoing basis,

identifies, addresses, and seeks io prevent the occurrence of abuse, neglect and exploiiation. )
i. Sob-Assurances:

4. Sub-assurance: The state demonstraies on an ongoing basts that it identifies, addresses and seeks to
prevent instancesof abuse, neglect, exploitation and unexplained death. (Performance measures in

this sub-assurance include all Appendix G performance measures for waiver actions submitted before
June I, 2014.)

Performance Measures

For each performance measure the State will use to assess compliance with the statuiory assurance (or
sub-assurance), complete the following. Where passible, include numerator/denominaior.

For eqach performance measure, provide information on the aeeregaied data that will enable the State
10 analvze and assess progress toward the performance measure. In this section provide information
on the method by which each sowrce of data is analvzed statisticallv/deductively or inductively, how
themes are identified or conclusions drawn. and how recommendations are formulated, where
approprigre.

Performance Measure:

HW-al: The IME will measure the total number and percent of IAC-defined
major critical incidents requiring follow-up escalation that were investigated.
Numerator = # of crifical incidents that received follow-up as required;
Derominator = # of critical incidents requiring follow-up escalation

Drata Source (Select one):
Critical events and incident reports
If 'Other' 15 selected, specify:
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Data coliected in the FFS and MCO CIR databases.

Responsible Party for
data
collection/seneration
{check each that applies):

Frequency of data
collection/generation
{check each that applies):

Sampling Appreach
(check each that applies):

Ourgoing

I State Medicand T Weekly ~ 100% Review
Agency
. Operaiing Agency | 4 Monthly " Less than 104%
Review
. Seb-State Entity . Quarterly _ Representative
Sample
Confidence
Interval=
W Other 77 Annually . Stratified
Specify: Describe
Confracied Entity Group:
and MCOs :
. Continuously and . Other

"~ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each
that applies):

Frequency of data aggregation and
analysis(check each that applies):

" State Medicaid Agency

= Weekly

" Operating Agency

" Monthly

" Sub-State Entity

. Quarterly

" Other
Specify:

T Annpually

_ Coatinuously and Onrgoing

. Other
Specify:
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Performance Measure:

HW-a2: The IME will measure Cls that identify a reportable event of abuse,
negleet, exploitaiton, or unexplained death and were followed upon appropriately.
Numerator = # of CERs that identified a2 report was made to DHS protective
services and/or appropriate follow up was initiated; Denominator = # of Cls that

wdentified 2 reportable event of abuse, neglect, exploitation, and/or unexplained
death

Data Source (Select one):

Critical events and incident reports
If 'Other' is seiected, specify:

FFS and MCO CIR databases

Responsible Party for | Frequency of data Sampling Approach
data coHection/generation (check each that applies}:
collection/generation (check each that applies):
(check each that applies):
7" State Medicaid 7 Weekly &/ 100% Review
Agency
. Operating Agency | '/ Monthiy ¢ Less than 100%
Review
™ Sub-State Entity — Quarterly " Representative
Sample
Confidence
Interval =
" Other — Annually . Stratified
Specify: Describe
Contracted Entity Group:
and MCOs
: + Continuously and . Other
Ongoing Specify: ...
o Other
Specify:

Data Aggregation and Analysis:

Responsibie Party for data Frequency of data ageregation and

aggregation and analysis (check each | analysis(check each that applies):
that applies):

i State Medicaid Agency " Weekly
. Operating Agency ~ Monthly
7% Sub-State Entity o Quarterly
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Responsible Party for data Freguency of data aggregation and
aggregation and analysis (check each | analysis(check each thar applies):
that applies):
— Other . Annually
Specify:

. Continueusly and Ongoing

. Other
Specify: .

b. Subh-assurance: The state demonstrates that an incident management system is in place that
effectively resoives those incidents and prevenis further similar incidents to the extent possible.

Performance Measures

For each performance measure the State will use lo assess compliance with the statutory assurance {or
sub-assurance), complere the following. Where possible. include numerator/denominator.

For each performance measure, provide information on the asoresated data that will enable the State
{o analvze and assess progress loward the performance measure. In this section provide information
on the method by which each sowrce of data is analvzed statisticallv/deductively or inductiveiv, how
themes are identified or conclusions drawn, and how recommendations are formulated where
dppropriate.

Performance Measure:

HW-bl: The IME will identify all unresolved crifical incidents which resulted in a
targeted review and were completed to resolution. Numerator = # of targeted
reviews resulting from an incident which were resolved within 60 days;
Denominator = # of critical incidents that resulted in a targeted review.

Data Soarce (Select one):

Critical events and incident reports

If *Other' is selected, specify:

FFS/HCBS Unit and MCO data obtained from CIR databases.

Responsible Party for | Frequency of data Sampling Appreach
data collection/generation (check each that applies):
collection/generation {check each that applies):
(check each that applies).
. State Medicaid - Weekly ot 100% Review
Agency
7 Operating Agency | o/ Monthly T Less than 100%
Review
77 Sub-State Entity ;| Quarterly . Representative
Sample
Confidence
Ierval= .
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wf. Other T Annually T Stratified
Specify: Describe
Contracted Entity Ggqup:ﬂmw
and MCOs
- Continuously and . Uther
Ongoing Specify: |
i Other
Specify:

Data Aggregation and Analvsis:

Responsible Party for data Frequency of data aggregation and
ageregation and analysis [check each | analysis(check each that applies):
that applies}:
o State Medicaid Agency T Weekly
.. Operating Agency “ Monthly
" Sub-State Entity W Quarterly
.. Other " Annually
Specify:
"% Continuously and Ongoeing
% Orther

Specify:

¢. Sub-assurance: The staie policies and procedures for the use or prohibition of restrictive
intervertions (including restraints and seclusion) are followed.

Performance Measures

For each performance measure the State will use to assess compliance with the statutory assurance {or
sub-assurance), complete the following. Where possible, include numerator/denominator,

For each performance megsure._provide information on the ageresated daia that will engble the State
to analvze and assess progress foward the performance measure. In this section provide information
an the method by which each source of data is analvzed statistically/deductively or inductively, how
themes are identified or conclusions drawn. and how recommendations are formulated where
approprigaie.

Performance Measure:
HW-cl: The IME will measure the total # & % of providers with policies for
resiriciive measures that are consistent with Staie and Federal policy and rules,
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and followed as written. Numerator = # providers reviewed that have policies for
restrictive measures that were implemented as written; Denominator = total # of
providers reviewed that identified having policies for restrictive measures.

Data Source (Select one):

Record reviews, on-site

If 'Other’ is selected, specify:

Provider's policies and procedures. All certified and periodic reviews are
conducted on a 5 year cycle; at the end of the cycle all providers are reviewed.

Responsible Party for | Frequency of data Sampling Approach
data collection/generaiion {check each that applies;:
coliection/generation (check each that applies):
{check each that applies):
" State Medicaid T Weekly T 100% Review
Agency
I Operating Agency | ¢ Monthly i/ Less than H00%
Review
. Sub-State Entity . Quarterly « Representative
Sample
Confidence
Interval =
5%
o« Other . Anpually . Stratified
Specify; Describe
Contracted Entity Group: ..
- Continvously and T Other
Ongoing Specify:
_ Other
Specify:

Data Aggresation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):

~ State Medicaid Agency 7T Weekly

" Operating Agency " Monthly

" Sub-State Entity W Quarterly

" Other “ Anpually
Specify:
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Responsible Party for data Frequency of data ageregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):

_ Continuwousky and Ongoing

- Other
Specify:

d. Sub-assurance: The siate establishes overall health care standards and monitors those standards
buased on the responsibilify of the service provider s stated in the epproved waiver,

Performance Measures

For each performance measure the State will use to assess compliance with the statulory assurance {or
sub-assurance), complete the following. Where possible, include numerator/denominator.

For each performance measwre, provide information on the ageregated data that will enable the State
to analvze and assess progress toward the performance measure. In this section provide information
on the method by which each source of data is anahzed statisticallv/deductively or induciively, how
themes are identified or conclusions drawn, and how recommendations are formulaied, where
appropriagie,

Performance Measure:

HW-dl: The IME will measure the number and percent of providers meeting
state and federal requirements relative to individual waivers. Numerator = # of
Quality Assurance reviews that did not receive a corrective action pian;
Denominator = # of provider Quality Assurance Reviews completed.

Data Source (Select one):

Record reviews, off-site

I 'Other' is selected, specify:

Al QA reviews that dor't result in a corrective action. All certified and periodic
reviews are conducted ¢n a 5 year cycle; at the end of the cycle all providers are

reviewed.
Responsible Party for | Frequency of data Sampling Approach
data eollection/generation (check each that applies):
collection/generaiion {check each that applies):
(check each that applies):
© : State Medicaid i Weekly + 100% Review
Agency
. Operating Agency | ./ Monthly " Less than 160%
Review
I Sub-State Entity " Quarterly ‘ " Representative
Sample
Confidence
Iterval =
o Other " Annually - Stratified
Specify: Describe
Confracted Entity Group:
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7 Continuously and " Other

Ongoing Specify:
7 Other

Specify:

Drata Aggregation and Analysis:

Responsible Party for data Freguency of data aggregation and
agoregation and analysis (check each }analysis{check each that applies):
that applies):

« State Medicaid Agency " Weekly

" (rperating Agency " Monthiy

" Sub-State Entity . Quarterly

M Other Annua]]y

Specify:

" Continuously and Ongoing

. Other
Specify:

it. If applicable, in the textbox below provide any necessary additional information on the strategies emploved by
the State to discover/identify problems/issnes within the waiver program, including frequency and parties
responsible.
The HCRBS Quality Assurance unit and each MCO is responsible for monitoring and analyzing data
associated with the major incidents reported for members on waivers. Data 1s pulled from the data
warehouse and from MCO reporting on z regular basis for programmatic trends, individual issues and
operational concerns. Reported incidents of abuse, medication error, death, rights restrictions, and restraints
are investigated further by the HCBS Incident Reporting Specialist as each report is received. The analysis
of this data is presented to the state on a quarterly basis.

The HCBS provider oversight unit, and each MCO, is responsible for conducting IPES interviews with
watver members. The IPES tool has been expanded based on the federal PES tool and thought to capture a
more comprehensive view of lowa's waiver population needs and issues. The IPES too! incorporaies the
seven principles of the Quality Framework and is able to adjust based on the member interviewed and service
enroliment. FICBS Specialists conduct interviews either face-to-face or via telephone, to the discretion of the
waiver member, All waiver members have the right to decline interview. The results of these interviews are
presented to the state on a quarterly basis.

b. Methods for Remediation/Fixing Individual Problems
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Describe the State’s method for addressing individual problems as they are discovered. Include information
regarding responsible parties and GENERAL methods for problem correction. In addition, provide
mformation on the methods used by the State to document these items.

The HCBS Jncident Reporting Specialist and each MCO analyzes data for individual and systemic

issues. Individual issues require communication with the case manager to document all efforts to remediate
risk or concern. If a these efforts are not successful, staff continues efforts to communicate with the case
manager, the case manager's supervisor, and protective services when necessary. All remediation efforts of
this type are documented i the monthly and quarterly reports.

The HCBS Specialists condueting interviews conduct individual remediation to flagged questions. In the
Instance that a flagged question/response occurs, the Specialist first seeks further clarification from the
member and provides education when necessary. Following the mterview, the case manager is notified and
Information regarding remediation is required within 30 days. This data is stored in a database and reported
to the state on a guarterly and annual basis. MCO are responsible for research and follow up to flagged
TESPONSEs.

General methods for problem correction at a systemic level include informational letters, provider trainings,
collaboration with stakeholders and changes to provider policy.

Remediation Data Aggregation

Remediation-related Data Aggregation and Analysis (including trend identification

Responsible Party(check each that
applies):

Frequency of data aggregation and
analysis(check each that applies):

+ Staie Medicaid Agency

© Weekly

. Operating Agency

» Moathiy

. Sub-State Entity

~ Quarterly
Y

- Annually

Contracted Entity and MCOs

" Continuously and Ongoing

. Other
Specify:

c. Timelines
When the State does not have all elements of the Quality Improvement Sirategy in place, provide timelines to design
methods for discovery and remediation related to the assurance of Health and Welfare that are currently non-
operational.

£ No

— Yes
Please provide a detailed strategy for assuring Health and Welfare, the specific timeline for implementing
identified strategies, and the parties responsible for its operation.

Appendix |: Financial Accountability

Quality Improvement: Financial Accountability

As a distincl component of the State’s quality improvement strategy, provide information in the following fields to detail the
State’s methods for discovery and remediation.

a. Methods for Discovery: Financizal Accountability Assurance:
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The State must demonsiraie that it has designed and implemented an adeguaie sysiem for ensuring financial
accountability of the waiver program. (For waiver actions submitted before June 1, 2014, this assurance read "State
financial oversight exists to assure that claims are coded and paid for in accordance with the reimbursement
methodology specified in the approved waiver.")

i. Sub-Assurances:

a. Sub-assurance: The State provides evidence that claims are coded and paid for in accordance with
the reimbursement methodology specified in the approved waiver and only for services rendered,

{(Performance measures in this sub-assurance include all Appendix I performance measures for waiver
actions submitted before June 1, 2014.)

Performance Measures

For each performance measure the State will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure. provide information on the aggregaied data that will enable the State
to analvze and assess progress toward the performance measure. In this section provide information
on the method by which each sovwrce of data is analvzed statisticallv/deductively or inductively, how
themes are identified or conclusions drawn, and how recommendations are Jormulated, where
approprigle.

Performance Measure:
FA-al: The IME will determine the number and percent of FFS reviewed claims
supported by provider documentation. Numerator = # of reviewed paid claims

where documents supports the units of service; Denominator = # of reviewed paid
claims

Data Source (Select one):

Financial records (including expenditures)

If 'Other' is selected, specify:

Program Integrity reviews claims and evaluates whether there was supporting
documentation to validate the claim. The Managed Care Organizations will
evaluate their claims.

Responsible Party for | Frequency of data Sampling Appreach
data collection/generation | (check each that applies).
collection/generation (check each that :
{check each that applies):
appiies):
7 State Medicaid I Weekly T 160% Review
Agency
7 Operating Agency | | Monthily  Less than 106%
Review
. Sub-State Entity »f Quarterly - Representative
Sample
Confidence

" Other «7 Annually - Siratified
Speciy: Describe Group:
Contracted entity o
« Other
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T Continnously and Specify:
Ougoing Annually a
sampie of claims
from the 2 most
utilized codes in
the first
vear. Remaining
codes are
reviewed in
following vears.
Documentation
is reviewed to
determine
appropriate
units.
~ Other
Specify:
quarterly across all
watvers, annualty
for this waiver
Data Aggregation and Analysis:
Responsibie Party for data Freguency of data agoregation and
agoregation and analysis (check each | analysis(check each that applies):
that applies).
i State Medicaid Agency T Weekly
™ Operating Agency " Monthly
"' Sub-State Entity </ Quarterly
T Other T Annually

Specify:

" Continuously and Ongoing

" Other
Specify:

Performance Measure:

FA-a2: The IME will defermine the nember of ciean claims that are paid by the
managed care organizations within the timeframes specified in the contract.
Numerator = # of clean claims that are paid by the managed care organization
within the timeframes specified in the contract; Denominator = # of Managed
Care provider claims.

Bata Source (Select one):

Financial records {(including expenditures}

If "Other’ is selected, specify:

Adjudicated Claims Summary, Claims Aging Summary, and Claims Lag Report
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Frequency of data
collection/generation

(check each that applies}:

Sampling Approach

(check each that applies):

Omgoing

" State Medicaid " Weekly 7 100% Review
Agency
" Operating Agency | 7 Monthiy 7 Less than 100%
Review
7" Sub-Staie Entity «f Quarterly - Representative
Sample
Confidence
Interval = |
 Other . Anpually T Stratified
Specify: Describe
Contracted entity Group:
and MCOs
. Continuously and Other

[ Other

Specify:

Data Aggregation and Analysis:

that applies):

Responsible Party for data
aggregation and analysis (check each

Frequency of data aggregation apd
analysis{check each that applies):

+ State Medicaid Agency - Weekly

— Operating Agency

" Monthly

" Sub-State Entity

+ Quarterly

7 Other

Specify:

Annnally

" Contipuousky and Ongoing

. Other

Specify:
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b. Sub-assurance: The state provides evidence that rates remain consistent with the approved raic
methodology throughout the five year waiver cycle.

Performance Measures

For each performance measire the State will use to assess compliance with the siatutory assurance (or
sub-assurance), complete the following. Where possible, include numeraior/denominator.

For each performance measure, provide information on the agpregated data that will enable the Siate
to analvze gnd assess progress toward the performance measure. In this section provide information
on the method bv which each source of data is analvzed statisticallv/deductively or inductively, how
themes gre jdentified or conclusions drawn, and how recommendations are formulated where
approprigie.

Performance Measure:

FA-bl: The IME will measure the number and percent of claims that are
reimbursed according to the fowa Administrative Code approved rate
methodology for waiver services provided. Numerator = # of reviewed claims paid
using IME-approved rate methodologies; Denominator = # of reviewed paid
claims.

Drata Source (Select one):

Financial records (including expenditures)

If 'Other' is selected, specify:

The DW Unit query pulls paid claims data for all seven of the HCBS waivers.

Respomsible Party for § Freguency of data Sampling Approach
data coliection/generation (check each that applies):
collection/generation (check each thar applies):
(check each that applies):
o State Medicaid L Weekly =~ 100% Review
Agency
" Operating Agency | &/ Monthly ™" Less than 100%
Review
" Sub-5tate Entity i Quarterly - " Representative
Sample
Confidence
Interval= .
& Other - Annually Stratified
Specify: Describe
Contracted Entity Group: .
.. Continuously and . Other
Ongoing Spectfy:
" Other
Specify:
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Responsible Party for data
aggoregation and analvsis (check each
that applies):

Frequency of data aggregation and
analysis(check each that applies):

¢ State Medicaid Agency

" Weekly

‘ Operating Agency

W Monthly

" Sub-State Entity

¥ Quarterly

. Other

¢ Apnually

" Continnously and Ongoing

" Other

Specify:

Performance Measure:

FA-b2: The IME will measure the number of capitation payments to the MCOs

tikat are made in accordance with the CMS approved actuarially sound rate
methodology. Numerator: # of Capitation payments made to the MCOs at the

approved rates through the CMS certified MMIS. Denominator: # of capitaticn

paymenis made through the CMS certified MMIS,

Data Source (Seiect one):

Financial records (inchuding expenditures)

If 'Other' is selected, specify:

MMIS
Responsible Party for | Frequency of data Sampling Approach
data collection/generation (check each that applies):
collection/generation {check each that applies):
(check each that applies):
' State Medicaid T Weekly « 108% Review
Agency
[ Operating Ageney |  Monthly " Less than 160%
Review
. Sub-State Entity " Quarterly _+ Representative
Sample
Confidence
Interval =
w Other O Annually " Stratified
Specify: Describe
contracted entity Group:
uuuuuu Other
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__. Continuously and Specify:

Ongoing

T Other
Specify:

Data Aggregaiiton and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | amalvsis(check each that applies):
that applies):

W State Medicaid Agency " Weekly
" Operating Agency " Monthly
. Sub-State Entity 7 Quarterly
. Other " Annuaily

Specify:

Continuousiy and Ongoing

Other
Specify:

ii. If applicable, in the textbox below provide any necessary additional information on the strategies employed by
the State to discover/identify problems/issnes within the waiver program, including frequency and parties
responsible.

The Program Integrity unit samples provider claims each quarter for quality. These claims are cross-walked
with service documentation to determine the percentage of error associated with coding and
documentation. This data is reported on a quarterty basis.

MCO claims data is compared to the contractual obligations for MCO timeliness of clean claim
payments, Data is provided to the HCBS staft as well as to the Bureau of Managed Care.

b. Methods for Remediation/Fixing Individual Probiems
i- Describe the State’s method for addressing individual problems as they are discovered. Include information

regarding responsible parties and GENERAL methods for problern correction. In addition, provide
information on the methods used by the State to document these items.
When the Program Integrity umit discovers situations where providers are missing documentation to support
billing or coded incorrectly, monies are recouped and technical assistance is given io prevent future
occurrence. When the tack of supporting documentation and incorrect coding appears to be pervasive, the
Program Integrity Unit may review additional claims, suspend the provider payments; require screening of all
claims, referral to MFCU, or provider suspension.

The data gathered from this process is stored in the Program Integrity tracking system and reported to the
state on a quarterly basis.
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If during the review of capitation payments the IME determines that a capitation was made in error, that
clajm is adjusted to create a corrected payment.

ii. Remediation Data Aggregation
Remediation-related Data Aggregation and Analysis (including trend identification)

Frequency of data aggregation and analysis

Responsible Party(check each that applies): (check each that applies)-

</ State Medicaid Agency T Weekly

. Operating Agency " Monthly

" Sub-State Entity o Quarterly

i Other _ v Annually
Specify:

Contracted Entity and MCOs

7™ Continyously and Ongoing

7 Other
Specify:

c. Timelines
When the State does not have all elements of the Quality Improvement Strategy in place, provide timelines to design
methods for discovery and remediation related to the assurance of Financial Accountability that are currently non-
operational.
& No
" Yes
Please provide a dstailed strategy for assuring Financial Accountability, the specific timeline for implementing
identified strategies, and the parties responsible for its operation.

Appendix H: Quality Improvement Strategy (1 of 2)

Under §1915{c) of the Social Security Act and 42 CFR §441.302, the approval of an HCBS waiver requires that CMS
determine that the State has made satisfactory assurances concerning the protection of participant health and welfare,
financial accountability and other elements of waiver operations. Renewal of an existing waiver is confingent upon review by
CMS and a finding by CMS that the assurances have been met. By completing the HCBS waiver application, the State
specifies how it has designed the watver’s critical processes, structures and operational features in order to meet these
assurances.

e (Quality Improvement is & critical operational feature that an organization emplioys to continually determine whether it
operates in accordance with the approved design of its program, meets statutory and regulatory assurances and
requirements, achieves desired outcomes, and identifies opportunities for improvement.

CMS recognizes that a state’s waiver Quality Improvement Strategy may vary depending on the nature of the waiver target
population, the services offered, and the waiver’s relationship to other public programs, and will extend bevond regulatory
requirements. However, for the purpose of this application, the Staie is expected o have, at the minimum, systems in place to
measure and improve its own performance in meeting six specific watver assurances and requirernents.

It may be more efficient and effective for a Quality Improvement Strategy to span multiple waivers and other long-term care
services. CMS recognizes the vatue of this approach and will ask the state to identify other waiver programs and long-~term
care services that are addressed in the Quality Improvement Strategy.

Quality Improvement Strategy: Minimum Com ponents
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The Quality Improvement Strategy that will be in effect during the period of the approved wajver is described throughout the
waiver in the appendices corresponding to the siatufory assurances and sub-assurances. Other documents cited must be
available to CMS upon request through the Medicaid agency or the operating agency (if appropriate).

In the QIS discovery and remediation sections throughout the application (located in Appendices A, B,C, D, G, and I}, a
state spells out:

= The evidence based discovery activities that will be conducted for each of the six major waiver assurances;
¥ The remediation activities followed to correct individual problems identified in the implementation of each of the
assurances;

In Appendix H of the application, a State describes (1) the sysiem improvement activities followed in response to aggregated,
analyzed discovery and remediation information collected on each of the assurances; (2) the correspondent
roles/responsibilities of those conducting assessing and prioritizing improving system corrections and improvements; and (3)
the processes the state will follow to continuously assess the effectiveness of the OIS and revise it as necessary and
appropriate.

If the State's Quality Improvement Straiegy is not fully deveioped at the time the waiver application is submitted, the siafe
may provide a work plan to fully develop its Quality Improvement Strategy, including the specific tasks the State plans to
undertake during the period the waiver is in effect, the major milestones associated with these tasks, and the entity {or
entities) responsible for the complstion of these tasks.

When the Quality Improvement Strategy spans more than one waiver and/or other types of long-term care services under the
Medicaid State plan, specify the control numbers for the other waiver programs and/or 1dentify the other long-term services
that are addréssed in the Quality Improvement Strategy. In instances when the QIS spans wore than one waiver, the State
must be able to stratify information that s related to each approved waiver program. Unless the State has requested and
received approval from CMS for the consolidation of multiple watvers for the purpose of reporting, then the State must
stratify information that is related to each approved waiver program, 1.e., employ a representaiive sample for each waiver.

Appendix H: Quality Improvement Strategy (2 of 2
H-1: Systems Improvement

a. System Improvements

i. Describe the process(es) for trending, priorttizing, and impiementing system improvements (1.e., design
changes) prompted as a result of an analysis of discovery and remediation information.

The IME 1s the single state agency that retains administrative authority of lowa’s HCBS Waivers. lTowa
remains highly committed to continually improve the quality of services for all waiver programs. The IME
discovered over the course of submitting previous 1915(c) watver evidence packages that previously
developed performance measures were not adequately capturing the activities of the IME. For this reason,
state staff developed new performance measures to better capture the quality processes that are aiready
occwring or being developed. The QIS developed by lowa stratifies all 1915(¢c) waivers:

1A.0213, HCBS AIDS/HIV

1A.0242, HCBS Iatellectual Disability
1A.029%9, HCBS Brain Injury

1A.0545, HCBS Physical Disability

1A 0819, HCBS Children's Mental Health
1A 4111, HCBS Health and Disability
1A.4155, HCBS Elderly

DHS also provides §1915(i) services and has attempted to maintain consistency in QIS between these and the
State’s §1915(¢) warvers.

Based on confract oversight and performance measure implementation, the IME holds weekly policy staff
and long term care coordination meetings to discuss areas of noted concern for assessment and
prioritization. This can include discussion of remediation activities at an individual level, programmatic
changes, and operational changes that may need to be initiated and assigned 1o State or contract
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staff. Coniracts are monitored and improvements are made through other inter-unit meetings designed to
promote programmatic and operational transparency while engaging in continued collaboration and
improvement. Further, a quality assurance group gathers on a monthly basis to discuss focus areas, ensuring
that timely remediation and coniract performance is occurring at a satisfactory level. ISIS will onty be
utilized for fee-for-service participants.

All contracted MCQs are accountable for improving quality outcomes and developing a Quality
Management/Quality Improvement (QM/QI) program that incorporates ongoing review of all major service
delivery areas. The QM/QI program must have objectives that are measurable, realistic and supported by
consensus among the MCOs’ medical and guality improvement staff. Through the OM/QI program, the
MCOs must have ongoing comprehensive quality assessment and performance improvement activities aimed
at improving the delivery of healthcare services to members. As a key component of its QM/QI program, the
MCOs must develop incentive programs for both providers and members, with the ultimate goal of
improving member health ouicomes. Finally, MCOs must meet the requirements of 42 CFR 438 Subpart E
and the standards of the credentialing body by which the MCO is credentialed in development of its QM/QI
program. The State retains final authority to approve the MCOs” QM/QI program. The State has developed a
drafi-reporting manual for the MCOs to utilize for many of the managed care couiract reporting
requirements. The managed care contract also allows for the State to request additional regular and ad hoc
reports.

Iowa has acknowledged that improvements are necessary to capture data at a more refined level, specifically
individual remediation. While each contracting unit utilizes their own electronic tracking system or OnBase
(workflow management}, further improvements must be made to ensare that there are not preventable gaps
collecting individual remediation. The State acknowledges that this is an important component of the
system; however the terrain where intent meets the state budget can be difficult to manage.

The IME supports infrastrocture development that ersures choice is provided to all Medicaid members
seeking services and that these services are aliocated at the most appropriaie level possible. This will
increase efficiency as less time is spent on service/funding aliocation and more time 1s spent on care
coordination and improvement. A comprehensive systern of informatien and referrals ensures that all
individuals are allowed fully informed choices prior to facility placement.

A comprehensive system of information and referrals shall also be developed such that ali individuals are
allowed fully informed choices prior to facility placement. Many program integrity and ACA initiatives will
assist in system iroprovements. These include improvements to provider screening at enroliment, tighter
sanction rules, and more emphasis on sustaining quality practices.

ii. System Improvement Activities

. o Frequency of Monitering and Analysis(check each
Responsible Party(check each that applies). ihat applics)-
' State Medicaid Agency W Weekly
" Operating Agency ¥ Monthly
% Sub-Staie Entity o Quarterly
¢ Quality Improvement Commitfee 7 Annually
& Oth " Other
4 e.r Specify:
Specify: -
Contracted Entity (Including MCOs)

b. System Design Changes

i. Describe the process for monitoring and analyzing the effectiveness of system design changes. Include a
description of the various roles and responsibilities involved in the processes for monitoring & assessing
system design changes. If applicable, include the State's targeted standards for systems improvement.
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ii.

The IME has hired a Quality Assurance Manages to oversee the data compilation and remediation activities
associated with the revised performance measures. The QA Manager and State policy staff address oversight
of design changes and the subsequent monitoring and analysis during the weekly policy and monthly quality
assurance meetings. Prior to dramatic system design changes, the State will seek the input of stakehelders
and test/pilot changes that are suggested and deveioped. Informational letters are sent out to all relevant
parties prior to implementation with contact information of kev staff involved. This workflow is documented
in logs and in informational letters found within the DHS computer server for future reference, Stakeholder
involvement and informational letters are requested or sent out on a weekly/monthly/ongoing basis as policy
engages in the continuous guality improvement cycle.

Unit managers, policy staff and the QA commitiee continue to meet on a regular basis (weekly or monthly) to
monitor performance and work plan activities. The IME Management and QA committees inclnde
representatives from the contracted units within the IVE as well as State staff. These meetings serve to
present and analyze data to determine patterns, trends, concerns, and issues in service defivery of Meadicaid
services, mcluding by not limited to walver services. Based on these analyses, recommendations for changes
in policy are made to the IME pelicy staff and bureau chiefs. This information is also used to provide
training, technical assistance, corrective action, and other activities. The unit managers and committees
montlor iraining and technical assistance activities to assure consistent implementation statewide. Meeting
minutes/work plans track data analysis, recommendations, and priorifizations to map the continnous
evaluation and improvement of the svstem. IME analyzes general system performance through the
management of contract performance benchmarks, ISIS reports, and Medicaid Value Management reports
and then works with contractors, providers and other agencies regarding specific issues. The QA commitice
directs workgroups on specific activities of quality improvement and other workgroups are activated as
needed.

In addition to developing QM/QI programs that include regular, ongoing assessment of services provided to
Medicaid beneficiaries, MCOs must maintain a QM/QI Committee that includes medical, behavioral health,
and long-term care staff, and network providers. This commitiee is responsible for analyzing and evaluating
the result of QM/O activifies, recommending policy decistons, ensuring that providers are invelved in the
QM/QI program, instituting needed action, and ensuring appropriate follow-up. This committee is also
responsible for reviewing and approving the MCOg™ QM/QI program description, annual evaluation, and
assoclated work plan prior to submission to DHS.

Describe the process to perlodically evaluate, as appropriate, the Quality Improvement Sirategy.

The IME reviews the overall QIS no less than annually. Strategies are continually adapted io estabitsh and
sustain better performance through improvements in skills, processes, and preducts. Evaluating and
sustaining progress toward systemn goals 1s an ongoing, creative process that has to involve all stakehelders in
the system. bmprovement requires structures, processes, and a culture that encourage input from members at
all levels within the system, sophisticated and thoughtful nse of data, open discussions among people with a
variety of perspectives, reasonable risk-taking, and a commitment to continuous tearning. The QIS is ofien
revisited more often due to the dynamic nature of Medicaid policies and regulations, as well as the changing
climate of the member and provider communities.

I accordance with 42 CFR 438 Subpart E, the State will maintain a written straiegy for assessing and
improving the quality of services offered by MCOs including, but not limited to, an external independent
review of the guality of, timeliness of, and access to services provided to Medicaid beneficiaries. MCOs must
comply with the standards established by the State and must provide all information and reporting necessary
for the State to carty out jts obligations for the State quality strategy. MCOs are contractually required to
ensure that the results of each exfernal independent review are available to participating health care
providers, members, and potential members of the organization, except that the results may not be made
available in a manper that discloses the identity of any individual patient. Further, MCOs must establish
stakeholder advisory boards that advise and provide input into: (a) service delivery; (b) quality of care; (c)
member rights and responsibilities; (d) resolution of grievances and appeals; () operational issues; {f)
program monitoring and evaluation; (g} member and provider education; and (h} priority issues identified by
members. In accordance with 42 CFR 438 Subpart E, the State will regularly montior and evatuate the
MCOs’ compliance with the standards established in the Staie’s quality strategy and the MCOs™ QM/QI
program. The State 15 in the process of developing specific processes and timelines to report results to
agencies, walver providers, participants, families, other interested parties and the public. This will include
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strategies such as leveraging the Medical Assistance Advisory Council (MAAC).

The HCBS Quality Assurance Unit (QAU) completes review of HCBS enrolled providers on a three-five
year cvele. During the onsite review HCBS ensures personnel are trained in:

-Abuse reporting

-Incident reporting

-Have current mandatory reporter fraining

- Individual member support needs

-Rights resirictions

-Provision of member medication

In addition HCBS QAU reviews the centralized incident report file, appeals and grievances, and any
allegations of abuse. During the review of service documentation any incident identified in narrative which
falis under the Incident description in 77.25(3), is required to have an incident report filed. The agencies
tracking and trending of incident reports is also reviewed during the onsite review. Any areas the agency may
be out of compliance in results in the requirement of a corrective action plan. HCBS

gives the provider 30 days to submit & time limited corrective action plan which will remediate the
deficiency. 45 days after the corrective action plap has beep accepted HCBS follows up and requires the
agency to submit evidence that the comrective action plan was put inte place.
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